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Original Communications 


MORPHOMETRY OF THE HUMAN FETUS WITH SPECIAL 
REFERENCE TO THE OBSTETRIC MEASUREMENTS 
OF THE HEAD* 

By L. A. Caukrins, M.D., M.S., Po.D., MINNEAPOLIS, MINN. 


From the Department of Obstetrics and Gynecology and the Department of 
Anatomy of the University of Minnesota. 

T.IS a well-recognized fact that present methods of determining 

the size and body proportions of the fetus in utero are distinctly 
inadequate. Estimation of age from the menstrual history is often as 
much as four weeks in error, while palpation of the abdomen is hardly 
more certain. The Mueller maneuver gives valuable information only 
in certain cases. Roentgenological estimation of the size of the fetal 
head has been entirely unsuccessful. In short, questions of dis- 
proportion between passage and passenger must remain, at present, 
unanswered while the problems of viability and maturity can be 
only partially solved. It is the aim of the present research to supply 
this much-needed information; and it is the purpose of this paper to 
present, in particular, that part of a study of fetal growth which 
deals with the obstetric measurements of the head. 

In order to compare this series of measurements with other studies 
of the growth of the fetal head a brief review of the literature on 
this field is given here. Such related subjects as the measurements of 


*Thesis presented to the Graduate School of the University of Minnesota, June, 1921, as 
a requirement for the Ph.D. (in Obstetrics and Gynecology). Read before American Associa- 
tion of Anatomists at Philadelphia, Mar. 24-26, 1921. Received for publication, Jan. 10, 1922. 

The writer wishes to acknowledge his appreciation to Dr. J. C. Litzenberg for his helpful 
guidance, to Dr. F. L. Adair for his valuable aid in furnishing material and many important 
suggestions, to Dr. R. E. Scammon for his specific advice, and to all for their continued in- 
terest in this work. 


Nore: The Editor accepts no responsibility for the views and statements of au- 
thors as published im their ‘‘ Original Communications. ’’ 
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the newborn, growth of other parts of the body, and of the body as 
a whole, will not be included in this discussion. 

To Dr. J. Clarke® goes the credit of having made the first accurate 
study of either fetal or newborn heads. He attempted to determine 
why more stillbirths occurred in male than in female children. His 
procedure consisted in taking weights, horizontal head cireumferences, 
and an ear to ear measurement over the vertex in 120 newborn chil- 
dren, 60 of each sex. He concluded that the larger head of the male 
accounted for the higher mortality in that sex. 

Since that time many studies of the fetal head have been made, using 
as a basis for the analysis either body weight, or length of gestation, 
or both. Of these the more important are Spondli,*®? Pfannkuch,* 
Fehling,’? Jousset,?° Arnovljevie,! Brandt,’ Bouillet,t Schaeffer,*® La- 
Torre,** Dardel,'® Faucon,"' Weisz,°* Corrado,’* Ballantyne,? Legou,** 
Retzius,** Friedenthal,'* Michaelis,°® Jackson,** Lutz,°° 
Kjélseth,** Beneke,* and more recently and particularly Streeter.* 

Pfannkuch* noted that the biparietal diameter was always 26.7 to 
26.8 per cent of the sum of the biparietal, occipitofrontal and oecipito- 
mental diameters of the newborn head. In his own words he states: 
‘Man auf diese Weise eine einfache Formel finden kénnte, welche die 
eine gréssere Anniherung an den Terminus a quo der Reife gestattet, 
als die einseitige Verwerthung eines Maasses es ermdglicht.’’ 

Probably the two most intensive attempts along this line so far are 
those of Kjélseth*® and Corrado.** Unfortunately Kjélseth did not 
publish her individual measurements and hence her work is not as 
valuable for the present study as that of Corrado who presented all 
of his individual readings. Kjélseth made observations upon 250 
children born in the Kristiania Klinik. She chose the fourth day of 
postnatal life as the time to make her measurements. Her analysis 
was based upon sex of the child and age and parity of the mother; 
and she, like all other observers recording series of measurements in 
the literature, did not use body length as a basis for study. Corrado” 
studied 250 dead fetuses. He used age and sex as a basis. 

Jackson** has also made a study of head volume increase in fetal 
life. 


Others who published individual head measurements inelude 
Spondli,*® Spiegelberg,*® Fehling,’’ Jousset,2° Budin and Ribemont,’ 
Fauecon,! Weisz,.°? Legou,** Retzius,*? Friedenthal,’* Michaelis,*® 
Heuser,” and Lutz.*® These observations will be briefly deseribed 
here. 

Spondli,*® studied 100 living newborn infants in Zurich. 

Spiegelberg** measured 53 premature infants in Breslau in connec- 
tion with a study of newborn measurements. 
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Jousset*® published examples of the values of the different diameters 
fer each month of pregnancy. It is not evident that more than one 
specimen for each month was so studied. 


Budin and Ribemont* made observations on 39 dead, apparently 
fresh fetuses, in Paris. 


Weisz® does not state the number of cases studied. His observa- 
tions, as well as those of Lutz and Fehling, were based on living 
newborn fetuses of the last trimester of pregnaney. Lutz** measured 
height, weight, and horizontal head cireumference on over 1000 eases 
in Berlin. Fehling’? studied horizontal head circumference in 300 
newborn infants in Leipzig. 


Legou,** in Paris, made observations on 106 fetuses of the third to 
the sixth month. 

Retzius*® studied 48 and Friedenthal'* 10 preserved specimens. For- 
malin was employed as preservative in most of Retzius’ and in all of 
Friedenthal’s specimens. 

Michaelis*®® measured 100 dead, apparently fresh, fetuses. 

Heuser®® in Marburg made a graphic analysis, based on age, of 61 
fetuses measured. His graphs are very striking but a close examina- 
tion of his data indicates such definite results are not justified. By 
his own statement, he had too few eases from which to draw any 
definite conclusions. 

Calderini® made a very extensive study of the bi-parietal and bi- 
temporal diameters of the fetal head in the last three months of 
pregnaney. They are, however, published in such a form as to make 
them impossible of analysis. 

Schaeffer*® published only ranges for the values of the different 
dimensions in the different months of pregnancy. Neither individual 
measurements nor definite averages appear in this paper. This makes 
its value doubtful for the present analysis. 

Several attempts to correlate the size and body proportions of the 
offspring with one, or the other, parent have also appeared in the lit- 
erature: von Skalowski,™ Génner,!> Heeckmann,'’® Weisz,” and Riggs.** 
These are very interesting but not convincing. Moreover they deal 
with the newborn and older infants and do not properly come within 
the seope of this paper. 

Heeker and Jellinghaus®* found that the fetal head varied consider- 
ably in shape, and might, therefore, be very influential in determining 
the type of presentation. Sergi,*? Tovo,®* and Frassetto’® described 
changes in the shape of the dried fetal skull at different periods of 
pregnaney, likening these different shapes to mathematical figures, 
as ellipsoidal, pentagonal, ete. 

Ballantyne? was able to collect measurements of three apparently 
unmoulded heads and deduced therefrom average measurements for 
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full term fetal heads in utero. He also made a study of the effects of 
birth molding on the different diameters of the head. Other students 
of the effects of labor on the shape of the fetal head include Swayne,** 
Runge,** Stumpf,®* Mueller,*® and Kaznelson.*7 Of these, Stumpf has 
brought out the most comprehensive piece of work, a study of birth 
molding in 66 cases. He took several measurements of the head at 
birth and repeated them several days later when the effects of mold- 
ing had passed off, and yet before any considerable growth had oc- 
eurred. This work is important, in determining the final condition 
in utero, but needs to be verified by a study of unmoulded heads. 


MATERIAL AND METHODS 


The material used consisted of some four hundred and fifty preserved 
human fetuses, from the collections of the Department of Anatomy 
and the Department of Obstetrics and Gynecology of the School of 
Medicine of the University of Minnesota. These were first carefully 
surveyed with the view to making use of only those heads which were 
not obviously abnormal, either in contour, or in size. It was found 
that some few specimens had been flattened posteriorly or laterally 
during preservation, either from too crowded quarters or from some 
other, less apparent, cause. Moreover, three were obviously hydro- 
cephalic and one microcephalic. Another was acromegalic and another 
a negro. A few were found to be very soft and, henee, not desirable 
subjects for anthropometric study. All such undesirable specimens 
were eliminated, leaving only class A and a few of the class B of 
Streeter." The selected group numbered three hundred and sixty- 
nine (369) specimens, ranging from 23 mm. to 544 mm. standing 
height. It was found that attempts to measure the different diameters 
and circumferences of specimens below 23 mm. standing height were 
attended with such a degree of uncertainty as to make the findings 
of little value. No specimens above 550 mm. standing height were 
used because of a grave doubt lest they might be distinctly postmature 
and that they would not represent the usual newborn characteristics. 
The series included six pairs of twins, and one set of triplets. 

These specimens, arranged in groups of 5 em. intervals, were dis- 
tributed according to Table I. 

All of the fetuses had been preserved in one of two ways. Those 
specimens which would be satisfactorily hardened in 10 per cent 
formalin were thus dealt with. A part of those over 30 to 35 ecenti- 
meters standing height were first injected through the umbilical vein 
. with a 10 per cent solution of formalin containing 1 per cent of chromic 
acid. The amount injected varied according to necessity in the judg- 
iment of the embalmer, Mr. M. Larson. Usually about 30 per cent of 
the body weight was used. These specimens were then kept in 10 per 
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TABLE I 


Up to 49 mm. standing height—17 specimens. 


50 - 99 <6 _ 99 

200 249 sé sé 
250 - 299 ae 46 
300 349 ce —36 
400 - 449 
450 - 499 ‘© 94 
500 - 549 “ 


cent formalin. In order that variability in the effects of preservation 
might not alter the figures, no specimens were used which had been in 
the preservative less than six months. Many of them were two or 
more years in formalin solution. 

The instruments used in making the measurements consisted of a 
steel meter tape, a brass bound wooden meter stick, and a sliding 
saliper, made of steel and accurately constructed. All of these were 
calibrated in millimeters and checked with one another very closely. 
The caliper carried a vernier scale, making possible readings to tenths 
of a millimeter where desirable. The arms of the caliper had sharp 
points on one side, flat bars on the other. 

The linear measurements were usually taken with the ealipers,—the 
exceptions will be spoken of later. The circumferences were taken 
with the steel tape except where the readings were 100 mm. or less. 
In these instances a heavy inelastic linen thread was wound around 
the part at the proper place, and the overlapping ends cut across 
with a sharp cataract scissors. The resulting cirelet of thread was then 
measured with the caliper or tape. All readings were recorded in 
millimeters. 

The measurements, taken on each specimen, were ten of the so- 
ealled obstetrical measurements of the head, along with the sitting 
and standing height. In a few of the specimens the lower jaw had 
previously been removed, thus prohibiting some of the measurements. 
In a few others some of the distances were not taken because of the 
presence of an unusually large caput suecedanum or for some other, 
equally good, reason. 

The measurements taken, and the technics employed for each were 
as follows: 

1. Sitting height, or crown-rump (C. R.), was taken with the body in an ex- 
tended attitude (as one would sit erect) with the chin and thighs as nearly as 
possible at right angles with the body. The readings were taken with the sliding 
caliper except where the specimens were too long. For these a sliding caliper, 
in effect, was made from the meter stick, laid parallel to the body and perpendic- 


DISTRIBUTION OF MATERIAL ACCORDING TO TOTAL LENGTH 
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Taaie 
Or 
255 (569 casrs) 


Crown Heel | Crown | Occipito frontal Diemetertrm) | Ditference Calculatad Values af Sem 

Range | Mean | Min {Mean @)! Mean() | Langs | 
50-00! 570| 27 | zi71 217 | 001 29 | 10 | 7 
100-150, 1242} 39! | we] a0! 4 | 15 | 
iso-200! 1726| 1194 | 51 | 4471 446 | | | | 5100! 30 
cooeso! ce53| 1523 | 68! 481 379) 369] -10;-17 | | | 
250-300) 2721 | 1839 | 78! 60; 692 680 |-06;-09| 4 | 30 | 450! 19 
300-380! 3239 | ee37 | 901 71; 800! gar | 01 | 20 | | 16 
390-400; 706 | 2482 | 101 | 79, 668! 911 | % | 40! 
400450'4236 | 2679 | 115 | 67 | 999} 1095 Jo | | 45 | W971 
45050014714 | 3185 | 99! 1092 | 148 | 50) +91 | | 50 | 10 

500544! 5234 | 3061 | 129! 05! | 1270 | 96! er | 55 | D405 | 9 | 

Taetc 


Bi-Panicta. Diametcr or Heap (Maximum) 
(369 cases) 


Crown Heel tal | Ditlerene Calculated Values a! Sem 
Lengih | Bi Parietal Diameier (mm bes Number} of Heo) 
(mm) Lengih | Observed Calculaied| | CH Velue Percent 

Range (Mean | nm) | Max | Min | Mean(a)) Mean(b) | mm ‘Percent Leng | 

& 0 6 95 91 | IT 5 = 
50-100! 754| S570] 10, 162 103 | «O01 ; 29 10 210 a 
100-150, 1242); 869} él 256 | -O7 -27 | 45 15 305 45 
150-200! 1728} 1194 4| 2g 355 M46 | -0T' 20 400 
200-290; 2253} 1583} 541] 35 453 446 | -09 11 | 495 04 

T T 
€50-300 | 1639 | 43 539 539 00; 00} 4 390 1 19 
+ 
300-40! | | , 635 | +10 , | 35 085 lo 
350-400 | | | 76 % 090 | 4 40) % 40 | ; 
400-450 | 42354 679 | & 84 66} 29 45 675 | 


450-500|4714| 3165] 9) 70, 670 | 40, | 
500-544! 5¢34| 3801 | 102 | a5 | 104 | 479] er | 55 | 1065, 10 


ular bars applied to it at the proper places. No compression was exercised in 
taking the readings. 

2. Standing height, or crown-heel (C. H.), was found by adding trochanter- 
to-heel, less trochanter-to-rump to the sitting height, in each case care being ex- 
ercised to find the center of the trochanter. In those specimens in which it was 
found impossible to extend the legs on the thighs the trochanter-to-heel measure- 
ment was taken in two segments. Trochanter to the center of the lateral surface 
of the knee joint was first taken, and to this was added the distance from the 
latter point to the heel. These two measurements were taken uniformly along the 
right side of the body and were all checked at least once to insure the highest 
possible degree of accuracy. 

3. Head length, or the occipito-frontal diameter (O. F.), was taken from glabella 
to inion, the longest diameter without respect to the horizontal. 

4. Suboccipito-frontal diameter (S. O. F.) was taken from the obstetrical 
joint (the union of superior and lateral portions of the occipital bone) to the 
most distant point on the frontal bones. 
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Tasic IV 
DiamcTcR or Heap 
2CH(mm)+O0rm (366 casts) 


Crown Hee! Suboccipilo: Bregmatic | Difference Cakulaied Values at 5cm 
Length Diameler (mm) betwee Inlervels of Crown Hee! Length 
(mm) Length Observed _Cakuloied| land) | cases! CHT Value | 
Range |Mean "Max Min [Mean(a) | Meant) [Percent (mm) 
314 | 171 9 1921 194 15] | 5 — 
50-100; 754) 570 251 | 09 | 10 | | 
100-150 | 689 401 ! 314! 308 |-00) -19| 45 | 5 |! %0 
50200) 1726 1194 48 | 37 | 4i@ | 400 |-10| -24| | | 400) & 
200250; 2253 1523 | 63 | 43 525 | | -14 |-27 | 2 soo! 
280-300, 1841 70; | 616, |-11)-16| 4 | 300 | woo! 
350-400! 3706} 2482 | 68, 799! 601 |+021 +403) 36 | 40 | Go! 
400450! 4232| 2679 96! 78! 879 | 906 | +27 143i | | 45 | 
450-500 4714 | 3169 | 109 | 6) | 952 1003 | +5! | +54 | 24 | 50 | 1060 , 10 
900-544! 5¢34| 2561 | 110! 94! 1023 110 | +64) | er 55 9 


TaBic V 
Susocciprro-FRontaL or 
(mm)+7Omm (306casc5) 


| Crown Heel Crown Suboccrpne Fronin Diameter (ann)! Diller Calculated Values a! Sem 
Lengih Intervals of Crown Heel Lengh 
Lengh |___ Observed | CH Percent | 
Range Mean) Max Min ‘Mcan(e) Mean(b) 


incremen! 


£> 30" S72 314 


482 

400-450'4232 2879 108 

450500'4Ti14 


500-544' 5234 3581 118 


5. Suboccipito-bregmatic diameter (S. O. B.) was found by taking a similar 


measurement whose second point was the median point of the coronal suture. 

6. Occipito-mental diameter (O. M.) was measured from menton to inion. 

7. Head width, or bi-parietal diameter (Bi.-P), was always the greatest width 
of the head above the external auditory meati. This was found, almost always, 
over the parietal eminences, 

8. Horizontal head circumference (H. H. C.) was taken around glabella and 
inion. 

9. Suboccipito-frontal circumference (S. O. F. C.) was taken around the 
points over which the corresponding diameter was measured, 

10. Suboccipito-bregmatie circumference (S. O. B. C.) was also found in a 
similar manner to the corresponding diameter. 

11. Occipital-mental circumference (O. M. C.) was taken around menton and 
inion. 

12. <A cireumference, designated as ‘‘large cireumference’’ (L. C.) was taken 
around menton and superior tip of occipital bone. This is not the largest cir- 


145 149 | 004 (428) IT 5 1775 
| 50-100 154; 2 | 15 224 232 | 006 +36 20 10 285 i 
1100150, 1242 889 25 356 337 | +03) 45 15 ' 3025 
1194 50, 448 442 |-06 a 5000 eT 
[20025012253 | 65 AT | 594 | -15 | OO) 
1641! 77, % 58 |-13 45 | 30 6) 
aed 390:3239 2237 | AT, 709 | +03 +04! 8225 5 
a5 86T | 410 40 3300 | 
8% 936 ; |g44 (147, 09 | 4s 1037" Ie 
89 1024 04 | +00 11450 ( 
99 1195 285 | 477 27 T 55 292° 
ee 
e ee 
ee @ 
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eumference of the head, as Ballantyne? and others have shown. It was chosen 
in preference to the largest circumference because of more definite landmarks, 
and because of more frequent mention in obstetrics. 

A very slight uniform pressure was used in all of the measurements 
with the idea of entirely avoiding compression, and yet not allowing 


400 T T T T T T T T T 


si 


360}— 


Heicht (Crown Rump) 
(350 cases) 


320 


any slack to be present in the measuring tape. The specimens were 
also removed from the solutions, long enough previous to measuring, 
to allow the external moisture to evaporate, and yet not long enough 
to allow any ‘‘drying out.’’ The length of time varied, according 
to size, from a few minutes for the smaller ones to nearly an hour for 
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the larger ones. All measurements were recorded in millimeters, and 
will so appear in all succeeding tables and figures. 

As soon as the series of readings was completed they were as- 
sembled and arranged in a table which on account of its length is not 
published but may be found on file in the Wistar Institute of Anatomy, 


300}- 
-4 
Occiprro-Frontat Circumrerence or Heap 
OTS CH + (3.00 
(36T cascs) 
260}- 
4 
a0) 
= 
BOK 
60 
Occiprto fRontat Diameter or Heap (Grapes inion) 
40h L35CH (um) +4.0me 
(369 cases) 
0 50 100 150 200 250 300 350 400 450 500 550mm 


Fig. 2. 


of Philadelphia. The amount of variation in the individual measure- 
ments was, on the whole, very slight. 

The crown rump (C.R.) was then plotted, as ordinate, on co- 
ordinate paper, against the crown heel (C.H.), as abscissa. The result- 
ing field graph is shown in Fig. 1. The males are represented by 
dots, the females by circles. Where the specimens were so small as 
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Tapic Vi 
Occipito: Mental DIAMETER or 
235CH 20mm. (305 cases) 


| CrownHeel | Crown Occiptio Menial Diemeier (nm ) Ditlerence | Colculaied Values al Sam 
Lengih Rump |— between Inkerwals of Crown Haal Laggih 
nm) Observed Calculated | Velue | 
Range Mean Max | Min_| Mean(a) Mean (b) | mm. Percent (mm) 
| <> 50! 366] 16) 6; | We |-15| 5 | 
s0100' 754| 570 | 25 14) 197 |-04)-20| t9 | 10 | 
4 
100-150) 1242} 069 | 30, 30D | He | | 45 he) | MB | 4 
| 150-200! 1726 | 1194 | 46 37 421 | 426 | +05 +12 | 28} 2 | 4000' 
2253 | [129 oo | 47; Sol | 549 |-12!-21 | 50 | 25 | 00% 1 
1250-300! 1641 | % 1 56 | 676) |-15!-22| 45 | 30! 19 
300-300; 3639 | | 66; 70, 79>, TAI |-14\-16| 30 | 3D | 8425) 16 


| 350-400; 3706 | | 104 82, 86 691  -06 | 36 | 40 | 9000 


1400-450 4032 | "lor 1002 | 1015 | +13 +13 | 29 45 10775 1é 


500°544' 34) 3581 ye 1034 1250 | +10, +13 | a7 55 19125 10 


Vii 
Occiprro- Cancumrcrence or Heap INION) 
675 CH (mm) + 130mm (S67 cases) 


Crown Heel | Crown Greumierenc )| Dillerence | Calculated Values al 5cm 
Lengih | between intervals of Crown ted 
_|Lengih | | Volue 
Range Mean (mm) | Max. | } | Min Mean(e) | Meant) | mm [Percent (crs) | (mm) 
50| 66] 10] to! 275) m7 6 | 5 | — 
50-100; 754| sto | to! | + £0} +32 | 10 | eo! 
T | 
100-150! 1242] @89 7%) %%o| 908 +13 | 45 | 15 | 11425 42 
+ om T 
130-200| 1726] 1194 | 146 | 116 1296 |-@£|-17| 26 | £0 | 14600 | 30 
2253} i523 | 194) 142 | | 1651 se | 25 | | 
250-300) 2731 | 1899 | | 205! 173 | 1998 | 1973 |-251-19| 40 | 30 | 21550 19 
T J 
300-260! 3239 2237 tol | 204 | 2326 2316 | - 10) -04| 36 | 35 1 4925 16 
3699] 2482 | 034, | |+t5!+10| 35 | 40 | 26000) M4 
+ T T 
400-450| 423.2 | 2879 | 312 | 255! H 2087 |+61/+26| 09 | 45 | 
+ + + + T 4 
420-500 4714 | 16:9 | | +631 +t6| | 50 | 
t 
900-544 1.5034] 3561 | 379! 3489 | | +176) +51 | 27 | 55 | 36405 | 10 
TaBie 
Susocerprro Breomatic Cincumrcrcnce or Hceao 
625C Him) + LGOmm (S65 cascs) 
Suboccipilo Ditierence Calculaled Values af Scm 
___Circumlererce (mm belween Iniervaks of Crown Heel 
Min Mean) Moon (b} mm Per cen! 0°49 
374) 39 40, $ 4° = 
617) 63! 29 | 10 ' 70590! 
7 , 940! 9360 |-10,-11 44 10975 | 40 
1240 | | 1240 00 00 20 14100 de) 
150 ook | 1906 |-34,-21 | 52 | 2 | 
for 1913} 1609 |-44 | 45 30 20350 16 
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Tasic IX 
Susocciprro: FRONTAL CIRCUMFERENCE or 
65C H (mm) + 150mm 
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io make the sex indeterminate the symbol ® was used. The grouping 
of the several points was so close that similar graphs of the other 
measurements were made, Figs. 2 to 6. In each one, the diameter, 
or circumference, under consideration was plotted as ordinate, against 
the crown heel (C. H) as abscissa, and the same plan of distinguishing 
sex was employed. 
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Fig. 3. 


It was not at once evident which method of drawing the curves 
through these graphs would be the most satisfactory. Each of the 
three most common methods, not including inspection, namely, the 
weighted median, the weighted average, and the arithmetic average 
weighted by the median crown-heel height was tried, and equally 
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satisfactory curves resulted. The method of the averages* was chosen 
as being the one more commonly used, and, perhaps, the more readily 
comprehensible. 


, Fig. 7 with its solid line represents the field graph and resultant 
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eurve for the formalin preserved material, and, as such may be taken 
as quite representative of any series of Caucasian fetuses, similarly 
preserved. Similar curves resulted for the other measurements studied. 


*The arithmetic average, for example, of the occipitofrontal diameters of the cases in each 
five centimeter interval was plotted against the arithmetic average of the crown heel lengths 
for the same cases. The curve was drawn through these resulting points. 
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The data for the plotting of these curves along with the range for the 
separate intervals, appears in columns 1 to 6 of Tables II to XI. 
SUMMARY 
These curves were quite striking in their characteristics. The eurve 
for Fig. 5 and the upper graph in Fig. 6 were practically straight lines 


—— 


throughout. In Fig. 1 there resulted a straight line up to about 300 
mm. standing height, at which point there was a deflection toward 
the vertical. The remainine curves were deflected downward at 
300-350 mm. standing height from straight lines below that point. 
Feeling that these deflections might be artifacts, due to the type of 
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material, the writer undertook two other sets of investigations to 
determine: 

1. The effeets of preservation, as carried out on this material, and 

2. The effects of birth moulding. 

A chance observation of the injection process suggested the plan 
to be followed in the first of these two studies. Along with similar 
changes in the trunk, the cranial vault can be seen to increase in size, 
as one of these fetuses is injected through the umbilical vein. At 
the same time, and as a natural result of this swelling, the overriding 
of the cranial bones produced by birth moulding is, in part, eradi- 
cated. One might immediately arrive at the conclusion that such 


Taste X!! 


Mcasurcmcnts or Heaps (mm) 
(Livine Infants) 
Period of Parity | Method | Head Diameters Head Circumierences Palpable 
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injected fetuses would, at least in some respects, better represent the 
fetus in utero than the uninjected newborn material. This eventually 
proved to be the case. The detailed plan of study adopted was as 
follows: (1) measure fresh specimen; (2) measure again immediately 
after injection. (3) measure at monthly intervals for six months, 
omitting the fifth, to determine the changes following immersion in 
formalin. For the smaller fetuses which were not primarily injected, 
items 1 and 3 were carried out in a similar manner. The results ob- 
tained in this latter study on the uninjected specimens were quite 
significant. For the various measurements the averages obtained are 
shown in Table XIII. 

Preservation by the immersion in formalin alone effects but little 
change in the dimensions under consideration. The changes noted 
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are each well within the limit of error in measuring those diameters 
and can therefore be neglected as far as correcting the curves in Figs. 
1 to 6 is concerned. This is particularly true since the size of speci- 
men seemed to bear no relation to the percentage change which oc- 


420 
mm 


M 
LARGE CIRCUMFERENCE Of ao (Mew INL AMBDA) 


(Maxieaim) 
Diametcr or (*lAximum) 


I9CH (um) + 2.0mm 
(309 cases) 


4) i 
0 100 300 0 400 40 500 550mm 


Fig. 6. 


curred in that specimen. Only ten fetuses were so studied; but, in 
view of the almost negative results, such a number of cases is prob- 
ably sufficient for all practical purposes. 

Primary injection, on the other hand, produces a much more notice- 
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TABLE XIII 


HUMAN 


FETUS 


125 


AVERAGE FRESH 


AVERAGE END 6 MOS. 


AVERAGE PER CENT 


(MM) (MM ) CHANGE 
263 261 — 0.8 
CR 178 178 - 0.4 
OF 65 65 - 1.0 
Bi P 49 48 - 0.9 
So B 59 60 + 0.4 
SOF 63 64 + 0.7 
OM 62 62 + 0.1 
HHC 183 186 + 1.4 
SOBC 181 184 + 1.6 
SOFC 174 179 + 2.5 
OMC 172 174 + 1.2 
L ¢ 190 190 - 0.3 


able change. Here again the immersion, following the injection, 
produces but little effect. Twenty-six specimens were employed in 
this study and individual variation, while slightly more marked, was 
due more to the amount of fluid injected than to any other factor. About 
20 per cent of body weight seems to be the optimum amount of fluid to 
use. The size of the specimens seems to make little, if any, difference 
in the amount of percentage change produced in the head measure- 
ments except that the previous condition, in utero, seems-to act as 
a sort of natural limit to the swelling process. The results of this 
study are shown in Table XIV. 
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While these results show essentially negative changes for body 
length, they are distinctly positive for the head measurements. If 
the resulting correction be applied to the original curves for Figs. 
1 to 6, the resulting curves would occupy the position shown by the 
dotted line in Fig. 8. Such a set of curves would properly represent 
the head proportions for one or several stillborn fetuses. 

This injection and preservation study revealed another fact of 
importance, namely, a peculiar edematous swelling of the tissues of 
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TABLE XIV 


PERCENTAGE CHANGE PERCENTAGE CHANGE AT END 


FROM INJECTION OF 6 MOS, PRESERVATION 
CH + 1.2 + 0.8 
CR + 1.6 + 0.5 
OF 2.6 + 2.6 
+ 4.4 + 3.9 
SOB 3.8 3.9 
sO] + 4.5 + 4.9 
OM 4.8 + 2.9 
HHC + 3.8 + 4.5 
SOB ¢ + 4.6 + 4,8 
SOFC + 5,1 + 6.1 
OMC + 7.7 74 
LC + 5.4 + 5.0 


the ischiorectal fossa with a consequent protrusion of the perineum. 
This protrusion was found to account for the upward deflection in 
Fig. 1 because the crown-rump measurement had been taken to the 
perineal surface instead of to the tubera ischii and a technical error 
thereby introduced. When properly corrected this curve resulted in 
a straight line, indieated by the straight line in Fig. 1. The fact that 
injected specimens, in which the effects of birth moulding have been 
totally or partially obliterated, approach very much more closely to 
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preserved ieluses 


a central, straight line than do fresh, stillborn fetuses, suggested the 
above mentioned study of unmoulded heads. For this purpose babies 
born by cesarean section, elective, or very early after the initiation 
of pains, and those born by breech extraction were utilized. Of the 
total number of these cases (33), twenty-seven were selected as rep- 
resenting full term infants, they having been born within two weeks 
of term, according to the menstrual history. 


The separate readings of this series of measurements appears in 
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Table XII. These measurements, plotted by the same method out- 
lined above, all fall well above the curve for preserved material 
(Fig. 8). In faet the average point* of the 27 selected cases, in the 
ease of each dimension, falls directly (within 1 mm.) in the con- 
tinuation of the lower straight portion of the eurve (broken line Fig. 
7 and solid line Fig. 8). We have then, by the removal of artifacts, 
found that all these ‘‘curves’’ are straight lines. These straight lines 
are shown collectively in Fig. 9 and individually in relation to the 
field graphs of preserved material in Figs. 1 to 6 inclusive. This would 
indicate that the fetal head, in relation to body length, has a perfectly 
definite rate of growth throughout fetal, not including embryonic, life. 

These curves, being straight lines, can be expressed by the formula: 
y=ax + b where (y) is any given measurement, (x) the standing 
height, and (a) and (b) are constants. For the various measurements 
these formulae are: 


Sitting height 66 (C H) + 5.0mm 
Occipito-Frontal Diameter coe + 
Horizontal Head Cireumference Cis ** + 13.0 
Suboccipito-Frontal 65 + 15.0 
Large By + 10.0 


The constant positive value of (b) in each formula would seem to 
indicate that, previous to the period at which this study began (23 
mm. standing height), the head dimensions gained a certain number 
of millimeters on the body as a whole, as represented by the stand- 
ing height, and retained that lead throughout fetal life. This mathe- 
matically substantiates our previous ideas of the comparatively early 
development of the head (Jackson**). Similar formulae for other 
dimensions of the body (as developed in this study) enable one to 
construct an entire fetus at any period of development, if given any 
single dimension. Moreover any measurement of the body is just as 
valuable in determining age as is the standing or sitting height. 

From the practical standpoint, one may arrive at the size of the 
fetal head in utero if he ean accurately determine the size of any 
dimension of the body. A moderate number of clinical demonstrations 
of this indireet method of mensuration have been made and a definite 
x-ray technie is being developed for this purpose at the present time. 
Further descriptions of the details of the technie employed and the 


*The average values of fetal head measurements in utero present a rather new idea of the 
size and proportions of the obstetric passenger and are probably of more clinical importance, 
in some respects, than the postnatal values quoted in the text-books. 
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results obtained will be given when a conclusive series of measure- 
ments has been completed. 
SUMMARY AND CONCLUSIONS 


1. Measurements of the head, in utero, plotted as ordinates against 
standing heights as abscissae for any group of Caucasian fetuses, result 
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in straight line curves. (This is also true of measurements of other 
parts of the body.) 

2. The relationship between any two dimensions can, then, be ex- 
pressed by the straight-line, empirical formula: y = ax+b, (x) and 
(y) being body dimensions, and (a) and (b) constants. 
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3. By study of these formulae we find definite mathematical proof 
of development in the cephalocaudad direction during embryonic life 
and, 

4. A definite rate of growth, in any dimension, established by the 
third month and maintained throughout the remainder of prenatal life. 

5. By the aid of these formulae, one may accurately construct the 
external body proportions of a fetus at any period of development, if 
given any single dimension. 

6. Likewise, one may deduce the size of the head if one ean ae- 
curately determine any body measurement in utero. A definite technic 
for this indirect intrauterine. cephalometry is worthy of prolonged 
intensive study. By such a method one could solve problems of dis- 
proportion between passage and passenger, as well as determine via- 
bility and maturity with a considerable degree of accuracy. 

7. Birth moulding probably effects greater changes in head dimen- 
sions than ordinarily thought. : 

8. Fetuses preserved in formalin, by the method outlined, better 
represent the living fetus in utero than any other available type of 
material. 
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A BRIEF REVIEW OF THE PHYSIOLOGICAL AND EMBRYO- 
LOGICAL GENESIS OF PSEUDOHERMAPHRODITISM, 
WITH REPORT OF A CASE* 


By M. A. Gotppercer, M.D., New York Ciry 


From the Gynecological service of Mount Sinai Hospital. 


JTERMAPHRODITISM, while apparently rare in the hu- 
man, is possibly more frequent in lower animals, cases having been 
reported in cladocera,' Grustacia,? birds and eattle.® 

Cattle often deliver themselves of twins. It frequently happens that 
the female co-twin, the other being a male, is usually sterile and has 
a modified genital tract resembling the pseudohermaphrodite of the 
human. These animals are known as free martins and their gonads as 
free martin gonads. 

The structure of a free martin gonad according to Willier,* may 
be any degree of transformation of the ovary into the testicle. This 
transformation is due to the hormone action of the testes of the male 
eo-twin, when there is a common embryonie or extra-embryonic cireu- 
lation in utero. These gonads having a varying structure, may show 
sexual cords exhibiting a series of gradations between medullary cords 


*Read at a meeting of the New York Obstetrical Society, April 11, 1922. 
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and seminiferous tubules, increase in interstitial cells, transformation 
of rete in the male direction, by developing connecting tubules between 
the rete tubules and the seminiferous tubules, arrangement of blood 
supply form a typical ovarian, to a typical testicular type and lastly 
they may even develop an epididymis. This in the complete form re- 
sembles the testes morphologically, yet is functionally inactive as far 
as the production of the germ cells is concerned. 

A modification of the reproductive system can be produced in chick 


| 


Fig. 1.—Shows male habitus and normal vulva. Picture taken after clitoridectomy was 
performed. 

embryos, by transplanting opposite gonads,’ showing that the sex 
hormones play a very important part in the development of this 
system. In free martin cattle it is the testicular hormone of the male 
co-twin that influences the gonad development, and it is the internal 
secretion of this modified gonad that results in the development of 
an atypical genital tract in the female co-twin. Atypical gonad de- 
velopment in the human pseudohermaphrodite cannot be explained 
on the basis of the hormone action of a male co-twin, but knowing 
that sex determination is transmitted through the primary germ eell, 
is it not possible that this sex determination for some unknown reason 
is perverted, and that this perversion is inherited? 


| 
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This inheritance is very suggestive in my ease, which is as follows: 


E. P., age fourteen, born in the United States. Chief complaint: Headaches 
and weakness for nine weeks. Masturbation since infancy. Family history: Fa- 
ther living and well. Mother has tuberculosis. Two aunts on the father’s side are 
known never to have menstruated or borne children and had no mammary develop- 
ment. Past history: Measles in infaney; no other illness or operations. Personal 
history: Mental development is retarded; is only in the sixth school grade. Men- 
strual history: Has never menstruated. Present illness: As long as patient can rec- 
ollect, she has had headache daily, usually starts on awakening and lasts for a good 
part of the day; is throbbing in character and is associated with nausea and ver- 
tigo. Has had two convulsions in the last month during which she was uncon- 
scious for three minutes. Has lost 10 pounds in nine weeks. Physical, general: 
Underdeveloped child; no mammary development; harsh voice; male habitus. (Fig. 


Fig. 2.—Shows large mass at site of clitoris—and prominence of right labium majus, due 


to presence of gonad. 


1) Local physical: At the site of the clitoris there is a large mass (Fig. 2) eon- 
sisting of two corpora spongiosa and glans covered by foreskin. Rest of 
vulva normal; vaginal cavity ends blindly. Uterus, tubes and ovaries could not 
be felt by recto-abdominal examination under anesthesia. In right labium majus 
is a small oval mass the size of a lima bean, presumably a testicle. (See promi- 
nence of right labium in Fig. 2.) Diagnosis: Pseudohermaphroditism, complicated 
by epilepsy. Operation: Separation of foreskin was attempted but was not fea- 
sible and a clitoridectomy was performed by Dr. 8. Wiener. Postoperative course: 
The wound healed per primum, and the vulva resembled that of the normal (Fig. 
1). Patient was transferred to the Neurological service for the treatment of her 
epilepsy. Laboratory findings: Wassermann negative. Surgical pathology: tissue 
removed consists of erectile and fibrous tissue containing nerves, covered by normal 
squamous epithelium. 


In identifying my case I have followed Neugebauer’s classification 
which is as follows: 


| 
| 
| 
| 
| 
| 
| 
| 
find 
| 
| 


GOLDBERGER: PSEUDOHERMAPHRODITISM 133 


I—Hermaphroditismus verus (truly bisexual, very rare) 
II—Pseudohermaphroditismus (sex organs of one type associated 
with sex organs of the opposite type) 
a—Internus (Masculinus) 
(Feminus_ ) Int. organs opposite 
b—Externus (Masculinus) 


(Feminus ) Ext. organs opposite 


My ease can be classified as one of pseudohermaphroditismus feminus 
externus, as the external female organs are present and nomal except 
for an overdevelopment of the clitoris. Internally there is a gonad in 
the right labium majus presumably a rudimentory testis, possibly to 
be classified as similar to a free martin gonad of cattle. The uterus, 
tubes and ovaries are apparently absent. 


According to Neugebauer,® who collected 910 cases of hermaphrodit- 
ism, there were 722 of the male variety and 188 of the female. Six 
hundred thirteen of the whole series were of the pseudohermaphro- 
ditismus masculinus externus type, that is they had external male 
genitals, with internal female sex organs. Most of these eases had 
ovaries, uteri or tubes in a hernial sac. 


Embryologically the anomalies of the genital tract can be explained 
by a brief review of the development of this tract. During the period 
of mesonephrie development, the human embryo is bisexual, eentain- 
ing all structures necessary for the development of both sexes. About 
this time there develops a ridge along the border of both mesonephra 
which gives rise to the mullerian ducts.?. The primitive urogenital or 
wolffian ducts lie external to these but both empty together into the 
urogenital sinus. As sex differentiation takes place when the embryo 
is about 4 em. long, corresponding with the beginning differentiation 
of ovaries or testes, these tubular structures become differentiated as 
follows: 


The wolffian ducts disintegrate leaving only a small portion, which 
in the male forms the epididymis, seminal vesicles, coni-vasculosi, the 
vasa efferentia and ejaculatory duct. In the female it forms the par- 
oophoron, the duet of Girtner and the parovarian or organ of Rosen- 
miiller. The mullerian ducts in the male involute in the eighth week, 
the rudiments remaining as utriculus masculinus and hydatid of the 
epididymis. In the female they continue to develop, fuse anteriorly 
to form the tubes, posteriorly to form the uterus and vagina. Inci- 
dently it is this posterior fusion which when incomplete or absent gives 
rise to uterus bieornus, didelphus, septate or double vagina. 

In our ease during embryonal life, an atypical male gonad developed in 
all probability and descended through the inguinal canal into the labium 
majus. A posterior fusion of the very lowest or caudal ends of the 
miillerian ducts gave rise to a vagina. Whether or not the wolffian 
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ducts developed an epididymis and vas deferens cannot be stated 
definitely. 

IF'rom the urogenital sinus dates the development of the vulva, 
bladder and urethra.s In the indifferent embryo there develops a 
genital tubercle, a ridge and two grooves from this sinus. The 
tubercle is the anlage for the clitoris or penis. The ridge forms the 
labia minora or the anterior urethra in the male.’ The urethra of the 
female comes directly from the sinus which is the posterior urethra 
in the male. The grooves grow towards each other fusing in the male 
to become the scrotum and in the female remain unfused as the 
Jabia majora. The clitoris anlage grows very slowly and droops caudad 
while the rest of the vulva grows rapidly, giving eventually a rela- 
tively small organ covered by a reflection from the labia minora. The 
peuis anlage, however, develops faster in an anterior direction.® 

In this case there was a normal development of the urethra and 
vulva but an overdevelopment of the clitoris anlage in an anterior 
direction as occurs in the male. 

The reason for the atypical development of the genital tract in my 
case is possibly due to the hormone action of an atypical gonad, 
whether or not this gonad would resemble a free martin gonad as 
described I am unable to state as we did not obtain permission for its 
removal and consequently it could not be studied. 


CONCLUSIONS 


1. Pseudohermaphroditism can be experimentally produced and ex- 
plained in animals. 

2. Some animal pseudohermaphrodites have free martin gonads. 

3. Sex hormones probably determine the development of the genital 
tract. 

4. Something transmitted through the primary germ cell determines 
the development of the normal gonad. 

5. This influence may be perverted and as in my ease this perversion 
may possibly be inherited. 

6. The gonads in human pseudohermaphrodites are possibly free 
martin gonads. 
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PREOPERATIVE DIGITALIZATION,. A METHOD TO REDUCE 
POSTOPERATIVE COMPLICATIONS* 


By Samvuet H. Geist, M.D., F.A.C.S., Anp JosepH 8S. SompBera, M.D., 
New City 


OSTOPERATIVE complications, especially those involving the 
respiratory tract have always caused the surgeon considerable 
anxiety. In spite of improvements in the methods of administering 
anesthesia, careful pre- and postoperative care, the refinement of 
operative technic and the rapidity of operative procedures, we have 
been apparently unable to reduce the number of such cases materially. 
Cutler, working with Morton and Hunt, and Whipple, who have 
done considerable work recently, especially with the purpose of limit- 
ing these pulmonary complications, have not been able to reduce the 
incidence of these serious postoperative effects to any great degree. 

One may for purposes of classification group postoperative compli- 
‘ations under two large headings,—vaseular and nonvascular. Under 
vascular complications, the pulmonary group are most important. Pul- 
monary complications in almost all instances are dependent on _post- 
operative vascular conditions. We are all familiar with the so-called 
hypostatie pneumonia either terminal or in the course of some chronic 
disease. This condition is due entirely to cireulatory stasis, with 
poor aeration, on which is superimposed an infection. Pulmonary 
edema is another well recognized postoperative lesion of vascular 
origin. 

Polak has recently studied the importance of maintaining the blood 
pressure in operative conditions. The pressure, especially the pulse 
pressure, he feels, is an important factor in determining the post- 
operative course of the patient. 

His curve (average) is given in Fig. 1. The average drop in pres- 
sure (postoperative) at the end of one hour was 14.2 mm. The return 
to normal was usually accomplished in 24 hours. 

A. H. Miller notes the same fall in pressure immediately following 
operation. In our series we have carried on readings similar to 
Polak, with practically complete parallelism. In one case, however, 
where the preoperative pressure was 220 systolic, 180 diastolic, with 
evidences of marked nephritie changes, the pressure dropped to 110 
and then gradually rose to 140 on the day following operation. In 
six days the pressure was practically at the preoperative level of 220. 
We all have noted the fall in pressure following operation, due usually 


*Presented at 4 meeting of the New York Obstetrical Society, April 14, 1922. 
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to diminution of cardiac efficiency, and it is this fall in pressure that 
results in stasis in the smaller arterial and venous radicles. The first 
24 hours after operation, in all probability, determine to a great ex- 
tent, the pneumonie or other vascular complications. We have men- 
tioned the so-called hypostatic pneumonia and we feel that practically 
all postoperative pneumonitis has an analogous etiology. The other 
pulmonary complications, embolism or thrombosis may be grouped 
under vascular lesions but just how much they are influenced by a 
maintenance of the pressure level can only be judged after observa- 
tions on a very large series of cases. Phlebitis is occasionally due to 
trauma during the operation, but usually it is due to stasis and infee- 


Under exercise 


ation = 
hre. hra 


post ~operative 


Normal pressure 


6 h¥s. post-operative 


Fig. 1 Blood pressure curve usually seen in operatives. (Polak’s curve, undigitalized curve.) 


tion and it too may react favorably to an improvement in the eardio- 
vascular activity. Postoperative shock is still an unsolved problem, 
but we know that there is a marked fall in pressure in these cases of 
shock, just as in other postoperative conditions. If the pressure can be 
maintained either partially or totally, the shock will be very much 
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Fig. 2.—Comparison of digitalized and undigitalized postoperative blood pressures. Note 
comparatively negligible drop during danger period in digitalized cases. 
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lessened. The asthenia seen following operations, where there is no 
source of septie absorption, is always associated with a low pressure, 
but here cause and effect must be closely differentiated. 


With the above in view it is reasonable to assume that any measure 
which will help to maintain the pressure, and especially the pulse 
pressure, would also be of value in reducing the incidence of the 
complications dependent on vascular disturbances. We decided that 
digitalis, or any of its derivatives, being powerful cardiac stimulants 
would be of value, and a series of operative cases was investigated 
to determine the value. These cases were grouped in three divisions. 
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In one division the cases were digitalized by a method that we 
termed the “‘rapid method.’’ The tincture of digitalis (standardized) 
was given as follows: 0.15 ¢.c. per lb. of body weight of patient was 
the total amount used. One-half of this was given 24 hours before 
operation, one-fourth six hours later, and the remainder six hours 
after the second dose. The pressure and electrocardiogram was taken 
on the morning of the operation, the pulse rate and quality and gen- 
eral condition also being noted. The cases used were picked at random 
and usually the poorer operative risks were selected for digitalization. 


The method of standardization was by the so-called ‘‘eat unit’’ 
method of Eggleston. By cat unit is meant the amount of a digitalis 
preparation ‘‘necessary to kill one kilogram of cat’’ when injected 
intravenously slowly and continuously. This is expressed in milli- 
grams of the preparation. Experimentally 0.148 ‘‘eat unit’’ per pound 
is necessary for full digitalization. 

In addition to the rapid method there were two other groups, one 
digitalized by the ‘‘slow method’’ to be described later and a control 
group. 

The method of selection was quite arbitrary. Cases were picked 
at random for all three groups with a tendency however to relegate 
the poor risks to the groups for digitalization. In other words the 
controls were run under similar circumstances in every respect,—anes- 
thetist, anesthesia, operating room temperature, technic, ete. 

The second method of digitalization, the slow one mentioned above, 
was less heroic. The dosage was smaller, and a preparation other 
than the tineture was used. Digitan in one and one-half grain doses 
was given by mouth every two hours for six doses commencing 24 
hours before operation. On the morning of operation two more such 
doses were given. In comparing the two methods we feel that there 
is much to be said for both, but for general routine work the second 
is probably the better. Similar results were obtained by each method 
but there was less tendeney towards digitalis nausea and vomiting 
with the slow method of administration. The doses were also smaller 
and the exhibition of the drug much easier. One and one-half grain 
of digitan equals 15 e.c. of the standardized tincture. 

To determine the action of the digitalis on these apparently normal 
hearts, two methods were used, the electrocardiograph and the pulse 
rate. We can fully agree with White and Sattler who found that 
increased conduction time was a very important indicator of complete 
digitalization. The earliest indication of digitalis action however was 
the decrease of the amplitude of the T-wave in all leads, going on to 
reversal or inversion of the T-wave when complete digitalization is 
obtained. The blood pressure was uninfluenced. The pulse rate 
showed no appreciable change in the cases with normal hearts. The 
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electrocardiograph was usually taken about two hours before opera- 
tion. The blood pressure readings were taken on admission, ante- and 
postoperatively, at 6, 12 and 24 hours to conform to Polak’s technic 
for comparison. 

The types of cases operated upon embraced practically all of the 
more severe gynecological and general surgical procedures. We at- 
tempted to use only the more severe eases, i.e., those requiring lap- 
arotomy, for digitalization. Using the ‘‘rapid method’’ we digitalized 


27 cases. 


TABLE I 
TYPES OF CASES DIGITALIZED By ‘* RAPID MeEtTHOD’’ 


Hysterectomy 10 
Ectopic 
Plastic, interposition 1 
Cervical amputation (very poor risk) ] 
Myomectomy and ventrofixation 1 
Curettage (cardiae and tbe.) 1 
Ovarian tumor 1 
Diseased adnexa ] 
Plastic, ventrofixation and ligation of tubes 1 
Cholecystectomy + 
Thoracotomy 2 


Nephrectomy 

Among these the anteoperative condition was good in fourteen, fair 
in three and poor in ten, due to cardiae conditions, emaciation, myo- 
carditis, emphysema, bronchitis and associated lesions. The anesthesia 
(gas and ether) was uneventful in all the cases. The immediate post- 
operative examination showed good, full, slow, regular pulses. The 
color remained good in all except in one instance where there was a 
previous emphysema and bronchitis. In 58 per cent of these cases 
there was no immediate postoperative vomiting or nausea. In 23 
per cent there was nausea and in 19 per cent only was there vomiting. 
Of these one case showed true digitalis vomiting, the others were 


so-called ‘ 


‘anesthesia vomiting. Very interesting was a delayed 
reaction seen in about 30 per cent. In this group vomiting occurring 
onee or twice on the second and third day; in all probability this was 
a digitalis effect. All the possible causes of postoperative vomiting, 
such as gastrie dilatation, ete., were ruled out. All of the digitalized 
cases regained their consciousness with complete orientation and 
very rapidly. Few showed the mental aberration seen so commonly. 
The postoperative recovery was unusually rapid. 

The blood pressure was studied carefully on a majority of these 
eases. The postoperative drops averaged only 3 mm. within the first 
12 hours; after that the tension became normal. 

The complications in this group were limited to one ease of bron- 
ehitis which was of two days’ duration and was probably a direct 


— 
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ether result. There were none of the severe pulmonary complications 


or vascular lesions that one encounters in a group of operated cases. 


Forty-two cases were digitalized by the slower method using digitan 
er. 11% every two hours for 6 doses, commencing 24 hours before 


operation and giving two additional doses in the morning of the 
operation. 


TABLE IL 


Types oF CASES DIGITALIZED BY ‘*SLow MEeETIIOD’’ 


Hysterectomy 15 
Plastie, ete, 

Plastic and Mosecheowitz operation 

Diseased adnexa 

Therapeutie hysterotomy 

Alexander (poor risk) 

Ovarian eyst 

Appendectomy 

Myomeectomy, bilateral salpingo-oophorectomy 
Thorocotomy 

Cholecystectomy and exploratories 
Nephrectomy 


WO 


Of these forty-two, eight were in very poor general condition: 
hypertension with renal disease and myoearditis, tuberculosis, mild 
uremia (nephrectomy 10 years ago) and asthenia. Postoperative the 
pulse was excellent in all cases except the one who had a hyper- 
tension and a myocarditis with a preoperative pressure of 220. In 
this case the pulse was slightly irregular but it was of fair quality. 
This case also had an immediate postoperative drop of pressure to 
110 which gradually rose to the preoperative level after a few days. 
The color was good in all the cases. In 63 per cent there was no 
vomiting; 24 per cent had the usual ether vomiting and 13 per cent 
had only nausea. One case showed vomiting in small amounts for 
three days. There was a delayed reaction in 15 per cent of the cases 
i.e., vomited two or three days later, probably a digitalis effect. The 
average drop of pressure in these cases was 5 mm. These eases also 
showed electrocardiographie evidence of complete digitalization even 
though the total amount of digitalis was much less than that exhibited 
by the first method. The complications in this group consisted of 
one case of bronchitis lasting one day, probably irritative in cause. 

We can sum up these two groups by saying that there were prac- 
tically no complications. The postoperative course was excellent and 
there were no pronounced ill effects from the digitalis. The blood 
pressure drops were minimal, the pulse pressure being maintained 
throughout. 

There were thirty-nine undigitalized cases, all in good condition 
before operation except three. 

One of these three had a myocardial weakening, one was asthenie 
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TABLE III 
UNDIGITALIZED COMPLICATIONS 
Hysterectomy ] 1 pneumonia, 1 shock 
Ovarian eyst 
Plastic 1 pneumonia and 1 phlebitis 


Partial bilat. oophorectomy 
Retained placenta 

Eetopic 

Hysterotomy 

Amp. of cervix, ligation of tubes 
Alexander-appendectomy 
Plastic on tubes 
Appendectomy 

Explor. lap. 

Carcinoma fundus 

Hernia (local) 

Appendices (acute) 
Choleeystectomy 
Nephrectomy 


1 shoc k 


Bronehitis 
Bronehitis 


1 pneumonia 

1 pneumonia 

1 pneumonia 

1 pneumonia-suppuritive 
bronchitis. 


and the other was anemic. Postoperatively, 30 per cent of these had 
a poor pulse; two cases developed such a poor, weak, irregular pulse 
that hypodermic stimulation with a digitalis preparation had to be 
used. Fifteen per cent showed poor color, either pallor or cyanosis. 
lifty-seven per cent vomited several times; 43 per cent did not vomit 
or had only nausea. The alertness seen in the digitalized cases was 
lacking, instead the usual postanesthetic mental aberration was the 
rule. The rapid recovery seen in the digitalized cases was also missing 
in the greater portion, and the asthenie condition of some of the 
patients was quite striking, when compared to the digitalized cases, 
who had had similar operative procedures. The average pressure drop 
was 14 mm. taken at intervals of 6, 12, and 24 hours postoperatively, 
compared to the 3 and 5 mm. drop of the digitalis eases. This curve 
parallels the one obtained by Polak and shown above. 

The most interesting facts are presented by a perusal of the com- 
plications. 


TaBLE IV 
COMPLICATIONS 


RAPID METHOD 
1 bronchitis (ether) 2 days’ duration 
SLOW METHOD 
1 bronchitis (ether) 1 day duration 

UNDIGITALIZED 

6 pneumonia 

2 bronchitis 

2 shock 

1 phlebitis 


There were six cases of pneumonia, the diagnosis corroborated by 
the attending physician, a total of 15 per cent, two eases of shock, 
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two cases of bronchitis and one ease of phlebitis. The total percen- 
tage of complications is 27 per cent in these undigitalized cases, com- 
pared to the zero percentage of complications if one excludes the two 
very mild bronchitis cases seen in the digitalized groups. This is the 
most important and the outstanding feature of this series of experi- 
ments. 

With the above in mind a eareful search of the literature was made, 
but in no ease were we able to find any reference to methodical digi- 
talization with the possible exception of Mandl’s work. Using an 
intramuseular injection of a digitalis preparation in comparatively 
small doses, he was able to obtain a reduction of postoperative compli- 
eation from 27 per cent to 8 per cent. Whipple used the tincture 
preoperatively, but the doses were quite small and the tincture was 
apparently not standardized. 

Lilienthal in an editorial article published in the International Journal 
of Surgery in 1907, suggested the administration of digitalis or strophan- 
thin 24 hours before operation, in nervous persons, even if they have 
sound hearts; and in an article published in the Annals of Surgery for 
March, 1922, he states, (p. 259) in discussing cases of poor surgical risk 
for lung resections, that ‘‘In any event digitalization should be accom- 
plished the 48 hours preceding operation.”’ 

Summing up the observations made in the three groups of cases we 
must be impressed by the fact that in the digitalized cases the pul- 
monary complications have been definitely lower, that other annoying 
and at times serious complications have also been minimized and 
that the method used to obtain these results is free from danger to 
the patient and is easy of administration. 

Of the two methods of digitalization it seems that the slower method, 
using digitan, has the advantage of ease of application and also is less 
likely to produce even temporary, unpleasant digitalis effects. 
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REFLEX GASTRIC SYMPTOMS IN DISEASES OF THE FEMALE 
PELVIC ORGANS 
By Apert F. R. ANprRESEN, M.D., F.A.C.P., Brookiyn, N. Y. 


if IS a well-known facet that disorders of the female pelvie organs 
are able to cause at times quite marked gastrointestinal symptoms, 
but this facet seems to be frequently overlooked, as evidenced by the 
large proportion of patients treated for ‘‘dyspepsia,’’ ‘‘indigestion,’’ 
and other similar vague conditions, without being examined to rule 
out pelvie diseases a cause for the digestive symptoms. In the Gastro- 
intestinal Department of the Brooklyn Hospital Dispensary, out of 
a total of fifteen hundred carefully studied eases applying at the clinic 
for relief from gastrointestinal symptoms, two hundred and sixty, or 
17.3 per cent showed female pelvie trouble as the sole or as the under- 
lying cause of these symptoms. One thousand of the whole number of 
patients in this series were women, so that the incidence of female 
pelvie disease as the cause of digestive disturbances among women 
was over 25 per cent. In other words, one out of every four women 
who thought they had ‘‘stomach trouble’’ was really suffering from 
pelvie disturbance with secondary gastric symptoms. Being loath to 
make a diagnosis of reflex disturbances, the writer made sure that 
in each of the cases of this series all diagnostic methods were made use 
of to rule out organie gastrointestinal disorders before a diagnosis of 
this kind was definitely accepted, and the large percentage of this 
tvpe of cases was a cause of considerable surprise in preparing this 
article. 

The factors producing the gastrointestinal symptoms vary. There 
may be an actual infective lesion of the digestive tract, such as peptic 
ulcer, appendicitis or gall-bladder disease, proceeding from the pelvie 
infection as a primary focus. In the present series sixty cases were 
undoubtedly of this variety. The title of the present paper does not 
include this type of case, so that the writer will deal entirely with 
the much more numerous eases with so-ealled reflex gastrointestinal 
symptoms, where no lesion of the digestive tract can be demonstrated. 
Two hundred eases in this series were of this type. In these eases the 
symptoms may be caused by any or all of the following factors: 

1. Reflex irritation through the sympathetie nervous system, the 
fibers of which, supplying the abdominal and pelvic organs intermingle 
in such a way that disturbances in one part may easily be reflected 
by symptoms in another. 

2. Disturbances of the endocrine system, especially of the thyroid, 
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pituitary and adrenal glands, secondary to disturbances in the ovarian 
secretion. 

5. Irritation of any part of the digestive tract coming into direct 
contaet with, or becoming adherent to, the pelvie organs. 

4. The reflex symptoms may also be aggravated in some cases by 
the occurrence of a general visceroptosis, produced in part by the 
failure of the normal support given by the pelvie organs, due to dis- 
placements or prolapses, and occasionally as a result of the weakening 
of the abdominal wall by insufficient prophylaxis in the way of ab- 
dominal gymnasties in the puerperal period. 

A study of the relative frequency of the different types of pelvie 
disorders predominant in the two hundred cases embracing this study, 
shows that cases of versions and prolapses numbered 66, or 33 per 
cent, pelvic tumors 22, or 11 per cent, lacerations and erosions of the 
cervix 16 or 8 per cent, pregnancy 34 or 17 per cent, and menopause 
32 or 16 per cent. Thirty, or 15 per cent of the cases had had pelvic 
operations performed at some previous time, the gastrointestinal svmp- 
toms having been produced or aggravated thereby. 

The character of the reflex gastrointestinal symptoms in these cases 
varied greatly, even in the same patient at different times, and this 
variation in itself often gave a clue to their reflex origin. In a general 
way, gastrointestinal symptoms may be considered as probably reflex 
in origin if they present the following characteristics: 

1. Trregularity, attacks oceurring at irregular intervals, with periods 
of entire absence of symptoms, and great differences in the character 
of the symptoms at different times. 

2. Influence by psychic disturbances, attacks being often precipi- 
tated by annoyanee, anger or sorrow, and relieved by joy or religious 
exaltation. 

3. The observation that factors usually producing an influence on 
the gastrointestinal tract will have no effeet on the symptoms, as, for 
instanee, the time of eating, the quality and quantity of the food 
taken, rest in bed, local application of heat or cold, bowel movements 
or enemas. 

4. The association of various other reflex nervous symptoms, such 
as headaches, varying in location and degree, insomnia or somnolence, 
irritability, hysteria or vaso-motor disturbances. 

The types of reflex symptoms occurring in this series of female 
pelvic disorders may be grouped as follows: 

1. The dyspeptic symptoms, which occurred in over 80 per cent of all 
eases, are the result of reflex hyperacidity, hypersecretion, or achylia, 
and often of eardiospasm or pylorospasm, and consist of belching, sour 
eructations, nausea or vomiting, epigastric fulness, distress or pain, 
a few or all of these symptoms commencing at irregular times, usually 
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after meals, although often not affected by food, and lasting for vari- 
able periods. The appetite may be variable, periods of voraciousness 
succeeding periods of absolute anorexia. The vomiting, if it occurs, 
is usually sudden, and as a rule not very exhausting to the patient 
unless it has continued for a long time. It may follow closely the 
ingestion of food, or may occur later, although not influenced by the 
character or the amount of the food ingested. A suggestive point may 
be that, in spite of the vomiting, the patient may not lose much weight 
or strength even over long periods of time, although in some eases 
marked prostration or even acidosis may occur. 

2. The symptoms may be cyclic in character, occurring at the men- 
strual periods, or at the time when menstrual periods would be expected, 
this type being seen in young women with uterine displacements, in 
pregnancy or at the menopause. The symptoms are of the dyspeptic 
type described above. In the present series only two per cent showed 
this type of symptoms. 

3. Pressure symptoms, caused by displacements of the pelvie organs, 
or by enlargements as a result of pregnancy, new growths, or inflamma- 
tion, consist of constipation, colon spasms and reverse gastrointestinal 
peristalsis, resulting often in persistent vomiting. Four per cent of 
the cases showed pressure symptoms. 

4. Irritative symptoms, caused by the proximity of the digestive tube 
to the diseased pelvie organs, include diarrheas, mucous colitis, sig- 
moiditis, and spasm of the sphincter ani, often resulting in anal fissures 
or hemorrhoids. They oceurred in ten per cent of the series. 

The findings on examination are usually sufficient to establish a 
diagnosis. The general appearance of the patient will help to suggest 
the type of the trouble—the chlorotic young girl will suggest the 
dysmenorrheic type, the harassed young woman, the infective or the 
postpartum type, the middle-aged neurotic, the catamenial type. The 
general symptoms of anemia, chronic sepsis or of endocrine disturbances 
may be present. The reflexes may be exaggerated. 

Abdominal examination may disclose general or localized hyper- 
esthesia or anesthesia, and there may or may not be real tenderness in 
the lower abdomen, the flanks or in the epigastrium, the epigastric 
tenderness being due to hyperexcitability of the celiac sympathetic 
plexus as a result of the pelvic irritation. 

Vaginal examination will disclose the cause of the difficulty, and 
should be thorough, the bimanual method being supplemented by the 
use of the speculum wherever possible. A pelvie disorder having been 
definitely ascertained to be present, it is then necessary to establish 
this as the sole cause of the gastrointestinal symptoms by ruling out 
organic lesions of the gastrointestinal tract and, if possible, to elicit 
some sign characteristic of pelvic reflex disturbances. 
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The Roentgen ray examination of the gastrointestinal tract will in 
most cases determine whether there is a lesion present, but a negative 
report is of course of less value than a positive one. In purely reflex 
cases a condition of hyperperistalsis may be found along the entire 
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tract, and spasms may occur at the cardia, pylorus or along the colonic 

tube. 


The examination of the gastric contents by the older methods is of 
little value, except in cases where a marked hyperacidity or an achylia 
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is found, when a suspicion of a reflex disturbance may be entertained. 
The findings on fractional examination are, however, of the utmost 
significance. In old chronic infective pelvie troubles, and at the meno- 
pause, there may occasionally be found a true achylia gastrica (this 
occurred in 15 per cent of the cases in this series), but the rule in 
practically all other cases is the finding of a curve of the reflex type 
described by the writer in previous communications. This type of 
curve was found in over 80 per cent of the eases in this series, a 
normal curve being found in only 4 per cent. By the fractional method, 
it will be noted, specimens of the gastric contents are removed at 
fifteen minute intervals after a cracker and water test meal until the 
stomach is empty, or at least for two hours after the ingestion of the 
test meal. The specimens are separately titrated, and curves of free 
and total acidity are plotted out on a chart, as shown in Fig. 1. The 
characteristic of the reflex curve is that, instead of sloping down- 
ward toward the zero point during the second hour, as shown in Fig. 
2 (normal curve), it shows a tendency to rise steadily, or at least to 
be sustained at the one hour point for the remainder of the two hour 
period. This type of curve is seen practically only where there is an 
actual lesion in the abdomen, outside the stomach, causing reflex irri- 
tation of the stomach, and resulting in a hypersecretion, most often 
of a hyperacid gastrie juice. It oceurs in duodenal ulcer, but is then 
excessively high, and associated with the appearance of bile and blood 
in the stomach contents simultaneously. It is also seen in early gall- 
bladder and in appendiceal lesions, and in kidney, bladder and colon 
infections, all of which must be ruled out where the curve is found. 

To make a diagnosis, therefore, of gastrointestinal symptoms oceur- 
ring reflexly as a result of female pelvic disorders alone, the follow- 
ing points must be determined: 

1. The irregularity of the symptoms, their influence by psychie 
phenomena, and their lack of influence by normal stimuli. 

2. A negative Roentgen ray examination, exeept perhaps the oe- 
eurrence of hypermotility or of spastic conditions. 

3. The ability to rule out other lesions of the abdominal organs as 
a cause of the symptoms. 

4. The finding of the reflex type of curve on fractional examination 
of the gastrie contents, or, occasionally, of an achylia gastrica. 

5. The finding of pelvie pathologie lesions. 

The treatment of reflex gastrointestinal irritation from disease of the 
female pelvic organs demands: 

1. The correction, and, if possible, the removal, of the pelvie trouble, 
or the proper management of pregnancy or the menopause. 

2. Attention to the endocrine disorders—the use of ovarian, thyroid, 
adrenal or other derivatives, as indicated. 
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3. The choice of a diet which shall be soothing, nonputrefactive, 
possessed of a high nutritive value, and rich in vitamines. 

4. Symptomatic treatment of any of the severer gastric symptoms. 

5. Attention te the colonie function, not by the administration of 
irritating or depleting catharties, but by the use of soothing measures, 
such as agar, mineral oil or oil enemata. 

6. The use of nerve sedatives and antispasmodies for a time, if indi- 
cated. Atropine to physiological effect, and bromides, are of consider- 
able value in many eases, but should only be given where indicated. 
7. The use of antacids is rarely indicated, but occasionally a little 
sodium bicarbonate or magma magnesia may prove to be of benefit 
for atime. Calcium lactate, in ten grain doses, three times daily, after 
meals, is a good antispasmodic and a mild antacid. 

8. General hygiene and the removal of infective foci in any part 
of the body, with the idea of building up the patient’s reeuperative 
power, is a valuable adjunct to treatment, as is attention to correec- 
tion of faulty posture and visceroptosis. 

9. Rest, the degree to be determined by the severity of the symptoms, 
is imperative in all cases. Definite hours for rest and recreation should 
be preseribed. Correction of bad habits in regard to sleep, the sexual 
function and mental excitement should be undertaken. 

The one symptom most often requiring especial care because of its 
severity, is the persistent vomiting occurring during the early months 
of pregnancy and often also in other forms of pelvie disorder. This 
annoying, and sometimes serious, symptom, can, in the writer’s opinion, 
be best taken care of as follows: 

1. Gastric lavage, either by the stomach tube or by the adminis- 
tration of hypertonic salt solution to induce vomiting, or trans- 
duodenal lavage through a duodenal tube, will usually check the 
severer spasms of vomiting. Between lavages, feedings should be 
given, and, if vomited, should be followed immediately by another 
lavage. In stubborn cases, duodenal feeding may be attempted. 


2. The diet should consist at first of milk, six ounces, with laetose 


“or malto-dextrin foods, one-half ounce, given at first every two or two 


and one-half hours, with the gradual addition of cereals, puddings, 
custards, eggs, bread, crackers, ete., during the following week or ten 
days, and then the cautious addition of fruit and vegetables. No meat 
should be given for at least a month to avoid any possibility of toxemia 
from protein decomposition. 


>) 


3. Ovarian extract, either the whole gland or the corpus luteum, 
in large doses or, preferably, in the minute doses as recommended by 
Frankel, can be preseribed, and may have considerable value. 

4. Calcium lactate, in ten grain doses, three times daily, well diluted, 
is of value, both as a nerve sedative and as a mild antacid. 
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5. Attention to the bowels, by the use of mineral oil in one-half ounce 
dose at night, and also the administration of granulated agar, one 
heaping tablespoonful with breakfast, will be indieated in most eases, 
and may be supplemented by warm oil enemas, five ounces, to be re- 
tained, each night, if necessary. 


CONCLUSIONS 


1. Female pelvic disease as a cause of reflex gastrointestinal symp- 
toms is frequently overlooked. 

2. No female patient should be treated for gastrointestinal symp- 
toms until careful pelvic examination has been made. 

3. Before making a diagnosis of reflex symptoms from the pelvis, 
organie disease of gastrointestinal tract must be definitely excluded. 

4. In addition to care of the pelvie condition the gastrointestinal 
symptoms require individual care. 


SS SIxTH AVENUE, 


ECTOPIC PREGNANCY 


By P. GRaAFFAGNINO, M.D., New Orveans, La. 


From the Department of Gynecology and Obstetrics, Tulane University. 


HILE the writer was engaged in studying the cases of ectopic 

pregnancy treated at the New Orleans Charity Hospital during 
the years 1906-1919 inclusive, three similar studies were published: one 
at Johns Hopkins, by Dr. H. M. N. Wynne, published in the Johns Hop- 
kin’s Hospital Bulletin, January, 1919; another that of the cases treated 
at the Woman’s Hospital in New York, by Dr. Lilian K. P. Farrar, pub- 
lished in the American Journal of Obstetrics, June 1919; and the third 
that of the cases at the Cook County Hospital, by Dr. Henry F. Lewis, 
published in the Illinois Medical Journal, May, 1920. I have received 
many valuable ideas and suggestions from each of these articles, and it 
has occurred to me that a comparison of the figures and conclusions 
presented therein, with the results of my own study, might be both 
interesting and illuminating, for, as Dr. W. J. Mayo, in a recent ar- 
ticle, in quoting Dr. Moynihan says: ‘‘Statistics can be made to tell 
anything, even the truth.”’ 

In the years under consideration, 1906-1919, 221 cases were filed 
as extrauterine pregnancies in the Charity Hospital records. Thirty- 
five eases, however, have been disregarded for the purposes of this 
paper. Some of the patients deserted before more than a tentative 
diagnosis could be made. One ease was filed incorrectly. In the 
remainder of the cases the clinical evidence was so strong that the 
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diagnosis of ectopie was in all probability correct, but the patients 
refused operation and therefore the diagnosis was not confirmed. Two 
cases included in the summary were not operated, as the condition of 
the patients on admission was such that surgical intervention was 
absolutely contraindicated. In one of the cases, partial autopsy con- 
firmed the diagnosis and, while no autopsy was held in the other ease, 
there could be no reasonable doubt but that the diagnosis was correct. 

During these fourteen years, 17,734 patients were admitted to the 
various gynecologie services of the Hospital, and, as stated above, 
186 were eases of ectopic pregnancy, an incidence of approximately 
1.05 per cent. The incidence for the Cook County Hospital is not 
stated; for Johns Hopkins Hospital it is 303 to 22,688, or 1.3 per cent, 
covering 27 years; for the Woman’s Hospital it is 309 to 19,674, or 
1.5 per cent, covering ten years. It will be noted, then, that the 
incidence is practically the same in all cases. 


TABLE I 
YEAR NO. OF PATIENTS YEAR NO. OF PATIENTS 
1906 4 1913 8 
1907 5 1914 18 
1908 14 i915 12 
1909 9 1916 32 
1910 7 1917 22 
1911 11 1918 19 
1912 7 1919 17 


Total - 


The race is noted in 179 eases; 92 patients were white women, 
or 51.5 per cent, and 80 were negresses, or 48.6 per cent. Only 
in the Johns Hopkins’ report is the race stated; 202 of the patients 
were white women, or 66.66 per cent, and 101 were negresses, or 33.33 
per cent. It will be noted that in both studies the incidence was found 
to be greater among the white women. 

In this series the age was recorded 182 times. The youngest patient 
was 17 and the oldest 48. At Johns Hopkins the youngest patient 
was 15, the oldest 45; at the Woman’s Hospital the youngest patient 
was 17, the oldest 42; in the Cook County report it is stated that two 
patients were under 20, and five over forty. In all the reports, how- 
ever, it will be noted that the greatest incidence was in women between 
the ages of 23 and 35. 

In this series, 17 patients, or 9.5 per cent gave a history of entire 
sterility, as compared with 21 per cent at Hopkins and 15 per cent 
at the Woman’s Hospital, while the Cook County report states that 
nearly 14 per cent of their patients were sterile for a period of five 
years before the ectopic pregnancy. Of the 169 Charity patients who 
had been pregnant before, 11 or 5.9 per cent had had only misear- 
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TABLE II 

18 1 29 17 40 3 

19 5 30 10 41 1 

20 9 31 5 42 Z 

21 4 32 10 3 -- 

23 6 oOo 8 44 _ 

23 14 3+ 5 45 — 

24 14 35 9 46 -- 

25 10 36 2 47 1 

26 11 37 5 48 1 

2 § 38 4 


riages, as compared with 5 per cent at Hopkins and 17 per eent at 
the Woman’s Hospital, while the Cook County report does not state 
how many patients had had miscarriages only. 

The interval between the last pregnaney and admission into the 
hospital for eetopie was noted in 98 eases, the shortest interval being 
two months and the longest 29 years. At Hopkins the shortest in- 
terval was three months and the longest 19 years; at the Woman’s 
Hospital the shortest interval was 12 weeks, and the longest 16 years: 
the Cook County report makes no note of this point. At the Charity 
the Interval between one and seven years in a series of 98 patients 
was 67.5 per cent; at Hopkins it was 74 per cent, the Woman’s Hos- 
pital and the Cook County reports do not note this point. 

In this series of 186 patients, only 11 gave a history of previous 
operation, or 5.9 per cent, as compared with 45 at Hopkins, or 14.85 
per cent, and 19 at the Womans’ Hospital, or 10.2 per cent. The 
Cook County report does not note this point. Sixteen of the 186 cases 
report treatment for a specific infection at some time before admis- 
sion (three of the eases had positive Wassermanns on admission), or 
8.6 per cent, as compared with an incidence of 10.8 per cent at the 
Woman’s Hospital. The other reports do not note this point. 

Owing to the difference in the method of statement, only the Hop- 
kins report ean be compared in detail as regards complaint on ad- 
mission, and symptoms, but it is stated in all the reports that pain 
and bleeding are the most common causes why patients seek medical 
advice. At Charity 122 eases, or 66 per cent complained of pain, 
and 60, or 32 per cent of bleeding: at Hopkins, 84 per cent complained 
of pain and 31 per cent of bleeding: at the Woman’s Hospital 96.6 
per cent of the cases complained of pain alone, or pain with bleeding; 
while at the Cook County Hospital roughly 85 per cent of the cases 
complained of pain, and 64.2 per cent of bleeding, a higher ratio than 
was found in any of the other reports. 

The length of time between the onset of attack and admission to 
the hospital is noted in 145 cases in the Charity records, but there 
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TABLE IIT 


COMPLAINT ON ADMISSION 


COMPLAINT NUMBER PER CENT PER CENT 


| 
|! 


CHARITY CHARITY HOPKINS 
Bleeding 60 32.2 3 
Pain, all sites 122 66 $4 
General Abdominal 47 25.2 32.7 
Lower Abdomen 37 19.9 22.8 
Right Quadrant 9 4.8 10.9 
Left Quadrant 5 2.7 10.9 
Back 2 pe | 6.9 
Bearing down and cramplike 22 11.8 2.6 
Tumor in Abdomen 9 4.8 12 
Swelling of Abdomen ] 5) ] 
Tenderness -- — 1.3 
Suspected Pregnancy 4 2.2 of 
Misearriage 20 10.8 a 
Menstrual Disturbance ] o 1 
Nausea and vomiting 14 7.5 4.6 
Fainting 1 5 3 
Urinary Disturbance 1 
Bowel Disturhbanee — — 
Missed Periods 90) 10.8 3 

SYMPTOMS 
SYMPTOMS NUMBER PER CENT PER CENT Ls 

CHARITY CHARITY IIOPKINS 
Aeute onset, no bleeding 21 11.2 48 i 
Acute onset with bleeding 62 33 v4 
Gradual onset 18 9.7 28 
Trregular bleeding 51 27 76 
Nausea and yomiting 43 23 45 
Mass 7 3.8 15 
Fainting 7 3.8 13 
Fever 28 15.1 10 
Chills 7 3.8 4 
Continuous bleeding 15 7 — 
Weakness 1 29 
Urinary disturbances 5 2.7 13 
Abortion history 14 7.9 
Membranes from uterus 5 2.7 7 
General pain 7 3.8 7 
Pain in lower abdomen 57 30.6 9 
Right quadrant 19 10.2 13 
Left quadrant 1] 5.9 14 
Abdomen and epigastrium ] 5 Py 
Abdomen and umbilical region 3 1.6 3 
Bladder 1 
Reetum 1 5 
Lower extremities 3 1.6 1.7 
Chest — — 3 
Upper abdomen 6 3.2 — 
Back Ss 4.3 6.3 
Breasts 2 1.1 _— 
History of shock 27 14.5 4.9 
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is no statement on this point in the other reports. Several of the 
patients reported symptoms extending over a period of years, with 
exacerbation before admission, and the Hopkins report makes note 
of this fact also. 


TABLE IV 


TIME PATIENTS TIME PATIENTS 


Days Months 
1 8 1% 1l 
2 3 2 27 
3 4 3 10 
4 1 4 1 
5 1 5 1 
6 3 6 _ 
Weeks 
] 7 
2 18 
3 19 
+ 31 


In the Charity records, 78 patients, or 41.9 per cent, stated def- 
initely that they had missed one or more periods, as compared with 
34 per cent at Hopkins, 34 per cent at the Woman’s Hospital, and 
32.1 per cent at Cook County. Forty-one patients, or 22.5 per cent 
gave a history of irregular periods, and 51, or 27.4 per cent noticed 
that the periods were secant. At Hopkins 52, or 17 per cent noticed 
abnormalities. Sixteen patients, or 8.6 per cent gave a definite history 
of having regular periods at all times, compared with 6 per cent at 
Hopkins, athough at Cook County 56 per cent neither missed their 
periods nor noticed any abnormalities. 


TABLE V 


PERIODS OVERDUE PATIENTS PERIODS OVERDUE PATIENTS 

Days Months 

10 ] 3 6 

14 5 4 4 

2] 12 5 — 

Months 6 3 

] 15 7 

1} 10 

2 21 1 


In the physical examinations reported in all of these studies, the 
majority of eases do not represent the ordinary presumptive signs of 
intrauterine pregnaney, and Wynne points out that most cases of 
tubal pregnancy show no very definite gross changes in the cervix 
and uterine body unless the fetus is living. The majority of the 
eases present physical signs denoting many of the other pelvic lesions. 
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SIGNS PATIENTS PERCENT PERCENT PERCENT PERCENT 


CHARITY CHARITY HOPKINS WOMAN’S COOK CO, 
History of Shock 27 14.5 4.9 
Abdomen: 

Distention 8 4.3 30 14.2 
Free Fluid 10 

Tenderness, general 21 11.2 7 5 11.3 
Tenderness, lower abdomen 13 Ce .. 23 30 27.4 
Tenderness, right quadrant 11 5.9 17 32 26.2 
Tenderness, left quadrant 6 3.2 13 29 17.8 

TABLE VII 


PATIENTS PERCENT PERCENT PERCENT PERCENT 
CHARITY CHARITY WOMAN’S COOK CO. 


Rigidity 30 16.1 17 10.7 
Mass 48 25.8 24 15.4 
Pelvis: 

Vaginal Cyanosis 2 + 

Bloody Vaginal Discharge 11 5.9 25 

Softened Cervix 25 13.4 25 12 

Enlarged Cervix 8 4.3 16 

Softened Fundus . 2 1.7 5 

Enlarged Fundus 25 13.4 25 32 27.4 

Mass, Boggy 22 11.8 24 42 26.8 
not deseribed........ 

Mass, Firm 1 a) 12 

Blood Clots a — 7 17.8 


Crepitus 


‘Tenderness 8 wa 48 

Mass to Right +t 23.7 — 49.4 
not located 

Mass to Left 32 17.7 —_— 

Mass Behind 20 10.7 —_— 


Unfortunately, but fifteen of the cases showed a hemoglobin count 
before operation, and only forty-three showed a leucocyte count. 


TABLE VIII 


HEMOGLOBIN NUMBER PATIENTS HEMOGLOBIN NUMBER PATIENTS 
30-40 + 60-70 2 
40-50 70-80 
50-60 1 80-90 2 


The highest percentage, therefore, 3344, showed a hemoglobin be- 
tween 70 and 80; at Hopkins, in a series of 106 hemoglobin deter- 
minations the highest percentage, 18.7, was between 70 and 80; at 
the Woman’s Hospital in a series of 100, the highest percentage, 26, 
was between 80 and 90. There is no hemoglobin record given in the 
Cook County study, and both Wynne and Farrar point out that a 
hemoglobin determination in a diagnosis of ectopie is of doubtful 
value, since there is no marked drop until 48 to 72 hours later, or after 
the ectopic is of considerable duration. 
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TABLE IX 
WHITE BLOOD CELLS PATIENTS WHITE BLOOD CELLS PATIENTS 
5,000- 8,000 10 15,600-20,000 v 
§,000-10,000 20,000-25,000 
10,000-12,000 25,000-35,006 


12,000-15,000 10 


Thirty-nine of these cases, or 90.7 per cent, in a series of 43, showed 
a leucocytosis under 20,000; this compares with 90.5 per cent in a 
series of 82 at Hopkins, and 97 per cent in a series of 100 at the 
Woman’s Hospital. The leucoecytosis is so stated in the Cook County 
report that a fair comparison cannot be made. 

The red blood count is not noted in the other reports, but was made 


in 12 cases at Charity. 


TABLE X 
REP BLOOD CELLS NUMBER PATIENTS RED BLOOD CELLS NUMBER PATIENTS 
1 -14 million 2 23-5 million 3 
13-2 million 2 34-4 million 2 


2 -2) million 


The Charity records show that the temperature on admission in a 
series of 186 cases registered under 101 in 167, or 89.9 per cent, while 
the pulse on admission in a series of 174 cases was under 130 in 150, 
or 86.2 per cent; in three cases the pulse was so rapid it could not 
be counted, and in one case it was imperceptible. At Hopkins the 
temperature was under 101° in 91 of a series of 180, and the pulse 
was less than 130 in 91 per cent of the same series. At the Woman’s 
Ifospital in a series of 100, the temperature was under 101 in 97 per 
cent, and the pulse under 150 in the same per cent. At Cook County 
94.8 per cent of the entire series had a temperature under 101,° and 
the pulse is not noted. 


TABLE XI 


TEMPERATURE PATIENTS TEMPERATURE PATIENTS 
95.5 2 99-100 79 
96 2 100-101 19 
96 -98.5 32 101-102 13 
98.5-99 28 102-105 3 
99 -100 5 103-104 1 


104-105 2 


TABLE XIT 


PULSE PATIENTS PULSE PATIENTS 

60- 70 1 110-120 32 7 
70- 80 24 120-130 9 

80- 90 42 130-140 8 

90-100 36 140-150 3 


100-110 16 


| 
‘ 


GRAFFAGNINO: ECTOPIC PREGNANCY 155 


The preoperative diagnosis is recorded in only 84 eases at Charity, 
or 45.2 per cent. Thirty-three cases were correctly diagnosed, 3 were 
diagnosed with a strong possibility of ectopic, and 2 were diagnosed 
unruptured ectopic, making a correct diagnosis of 44 per cent. This 
compares with 46 per cent correctly diagnosed at Hopkins, 55.6 per 
cent at the Woman’s Hospital, and 59 per cent at Cook County. The 
table of diagnoses follows: 


At Charity, the operation was vaginal only in 11 eases, or 5.9 per 
cent, as compared with 8 per cent at Hopkins, 7 per cent at the 
Woman’s Hospital, while the Cook County report, which treats merely 
of diagnosis, gives no definite figures. The table of operations follows: | 


Pelvie punctere and 6 
Vaginal, no description ........+-..- 
Vaginal puncture and laparotomy ...........0.+-.se0e-- 10 
Dilatation and curettage with laparotomy................ 20 
Unilateral salpingectomy 05 
Unilateral salpingo-oophorectomy ........-- OY 
Bilateral salpingectomy, unilateral oophorectomy...... -. 14 
Bilateral salpingo-oophoreetomy 27 
Hysterectomy, complete 9 
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In the majority of cases, the peritoneal cavity was cleaned of blood 
and clot. Abdominal drainage was employed in 26 eases, usually in 
the form of a cigarette drain, and vaginal drainage through the culde- 
sae in 12 eases, exclusive, of course, of the purely vaginal operations. 
In accordance with the more modern ideas, drainage is not now usually 
employed unless there is a specific need, such as infection or persistent 
oozing. In two eases where enterorrhaphy was necessary, owing to 
the serious bowel involvement, a Pezzer catheter was inserted. In 
three eases saline irrigation of the peritoneal cavity was employed, 
but this habit has long since been discontinued. 


In 58 eases other conditions were found at operation and definitely 


noted: 
Posterior displacement 17 
Secondary intestinal obstruction 2 


It is the policy of the Charity to operate on all eases of ectopic 
as soon as a definite diagnosis is made. Patients who enter in a 
serious condition are operated immediately as emergencies, otherwise 
the ease is sent to the ward for observation. In many eases, because 
the patient gives an unsatisfactory history and the physical signs 
are not cleareut, operation is deferred. At Johns Hopkins, where 
the majority of patients enter following examination in the Out- 
Patient Department, the policy is to operate the day following ad- 
mission, but this is only possible in a hospital where the patient enters 
with a diagnosis already made. At the Charity Hospital 112 patients, 
or 60.2 per cent were operated before the fifth day. At the Women’s 
Ifospital 81.4 per cent were operated before the fourth day. 

The 182 operations were performed by 40 different persons. The 
highest number was 15 operations, performed by two men each, and 
the lowest 1, performed by 14 men each. At Hopkins 1 operator per- 
formed 44, and 4 performed 1; at the Woman’s Hospital 1 operator 
performed 63, and 14 operators performed 1 each. 

The loeation of the pregnancy was stated in 139 eases, 80 or 57.5 
per cent in the right tube, and 58, or 41.8 per cent in the left. There 
was one ease of bilateral pregnaney. At Hopkins, 50 per cent of the 
cases were in the right tube and approximately 49 per cent in the left, 
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TABLE XIII 


TIME OF OPERATION PATIENTS TIME OF OPERATION PATIENTS 
Immediate 17 Fifteenth day 4 
First day 17 Sixteenth day 1 
Second day 23 Seventeenth day 1 
Third day 16 Kighteenth day 2 
Fourth day 16 Nineteenth day 1 
Fifth day « 3 Twentieth day 6 
Sixth day 9 Twenty-first day 3 
Seventh day 8 Twenty-second day 2 
Eighth day 7 Twenty-third day 5 
Ninth day 7 ‘Twenty-fourth day 1 
Tenth day 3 Twenty-fifth day - 
Eleventh day 6 Twenty-fifth—Thirtieth day 1 
Twelfth day 7 Thirtieth—Fortieth day ] 
Thirteenth day 2 Fortieth—Fiftieth day 2 
Fourteenth day 3 


there being two cases each of right interstitial and right ovarian preg- 
naney. At the Woman’s Hospital in the eases noted 51.4 per cent 
were on the right side, and 48.6 per cent on the left, with one ease 
of bilateral pregnancy included in the percentage. The location is 
not stated in the Cook County report. 

Unfortunately, the results of gestation are stated in only 126 cases: 
Rupture, 95; no rupture, 10; tubal abortion, 6; full term child, dead, 
14; full term child, living at birth, 1. 

These notes are so obviously incomplete that no comparison is at- 
tempted with similar statistics in other reports. 

The pathologie report is positive in 52 eases, and negative in 6, 
though even where the report was negative, the operator was still 
sure, after operation, that he was dealing with an early ectopic. In 
27 eases, 4 of which are included in the report, the fetus could 
he positively identified, and ranged from an embryo of a few weeks, 
to 14 full term feti, and one living child, who died within a few hours 
after delivery. Thus a total of 75 confirmations was secured, out of 
a possible 81. The pathologie reports for the other hospitals are not 
available. 

In this series of 186 cases there were 23 deaths, or 12.3 per cent, 
whieh is unusually high as compared with 4.3 per cent at Hopkins, 
not quite 1 per cent at the Woman’s Hospital, and 8 per cent at the 
(ook County Hospital. As is to be expected, the highest death rate 
prevails at the two general hospitals, where the patients are of a 
lower social status, where it is more difficult to seeure adequate his- 
tories to justify very early interference, in cases that could be saved, 
and where a greater number of patients are admitted moribund. Of 
the 23 eases that died at Charity, two (8.9 per cent) were admitted 
in such a desperate condition that operation could not even be con- 
sidered, and four others, 17.3 per cent. though operated, were admit- 
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tedly moribund on admission, and the prognosis was hopeless from 
the start. Of the 23 deaths, 22 occurred in ruptured cases. The 
eauses of death follow: 


Pulmonary embolus, 5 days after operation; Hemorrhage and shock, 11 hours 
after operation; Septic peritonitis, 6 days after operation (bowel involved) ; 
Hemorrhage and shock, 9 days after operation; Peritonitis, 4 days after operation; 
Peritonitis, 2 hours after operation (admitted moribund); Pyosalpinx and ovarian 
Abscess, probable peritonitis, 2 days after operation; Acute nephritis, peritonitis, 
8 days after operation; Peritonitis, gangrenous placenta, colon-B. infection, two 
days after operation; Toxemia and localized peritonitis, 12 hours after operation 
(admitted moribund); Hemorrhage and shock, 24 hours after operation; Sepsis, 
no operation. Admitted moribund (partial autopsy); Shock and toxie hyperthyroid- 
ism, 4 days after operation; Peritonitis, no operation (admitted moribund); Acute 
salpingitis, 3 days after operation; Septicemia, 20 days after operation; Toxic 
ileus, 3 days after operation; Shock, 4 hours after operation (admitted moribund) ; 
Shock, 6 hours after operation (admitted moribund); Secondary hemorrhage, 12 
hours after operation; Septie peritonitis, 6 days after operation; Shock, 8 hours 
after operation; ‘Shock, 2 hours after operation. 


CONCLUSIONS 


1. The middle decade of the twenty-fifth to thirty-fifth vear period 
of productivity in woman seems to be the most favorable for ectopic 
gestation. 

2. It is stated in all reports that pain and bleeding are the most 
common causes why patients seek medical advice. 

3. Pain, with or without bleeding, is present in every case of ectopic 
gestation, unless unruptured. 

4. Unusual one-sided pelvic pain, when associated with evidences of 
peritoneal irritation, fainting, irregular bleeding, indefinite history of 
misearriage, and palpable one-sided mass, warrants the diagnosis of 
ectopie gestation. 

5. The treatment should be operative in every ease, as soon as the 
diagnosis is made and the conditions for rapid and aseptic laparotomy 
are available. 


a. 


TUBAL PATENCY TEST AND UNSEALING BY SIMPLE 
AIR-FILLED PIPETTE* 


By Rosert L. Dickinson, M.D., New York Crry 


HE five methods of injecting the fallopian tubes for testing the 
passage or for distending or deploying them, have been, in order of 
time: (1) Injection of tincture of iodine, by Bovée and Stone. (2) In- 
jections of semen into the tubes themselves, by Dickinson. (3) Insuf- 
flation of oxygen or nitrous oxide, by Rubin. (4) Injection of saline, 
by Cary. (5) Insufflation of simple air by the curved, blunt uterine 
pipette. 
The Rubin method, as test or treatment, has had and will have, a 
wide and immensely important use. It is the one important recent 
evnecological development. The only query is whether the para- 
phernalia are necessary. The fluoroscope has been considered un- 
necessary. The pain in the shoulder is evidence enough. Then that 
is deemed superfluous. If there be no leak in the apparatus, and the 
gas disappears, the tubes must be patent. Now we may do away with 
the gas eylinder, the tubings, the pressure gauge, the water meter, 
and the volume of inflation of the peritoneal cavity. All the outfit 
for testing, and, what is more important, for the treatment of ag- 
elutinated or gently sealed tubes, is a pipette and common air. 

The cervical canal must be free from disease other than cysts. Else 
its secretions may be blown past the portal of Curtis into the peritoneal 
‘avity. Herein semen and saline have a risk markedly greater than 
air and gas. 

The Skene uterine tube, the glass bent to the curve of a uterine 
sound, must fit the internal os snugly. Its tip is blunt. Two sizes 
suffice. If one does much work in this line, two different curves may 
fit the straight or the anteflexed general uterine canal. A single 
tenaculum steadies the cervix. 

A small mass of lubricant on the external os is the telltale of re- 
gcurgitation. 

As the rubber bulb on the pipette is compressed, the air either 
goes through or refuses to go. The finger learns to recognize the 
proper resistance, and the patient’s feelings indicate the time to cease. 

No pressure gauge is required. In training oneself one may couple 
up the Tyeo blood-pressure apparatus with a glass T and see for him- 
self that none of the smaller rubber bulbs—they run up to 4 ¢.e. or one 
a En at a joint meeting of the New York and Philadelphia Obstetrical Societies, March 
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dram—can be made to exert more pressure than the 200 mm. of mer- 
cury usually called the upper limit. Anyway regurgitation alongside 
the tube comes about this point or the patient stops one from going 
further. 

The uterine cavity, as Cary and I have tested it with saline and 
semen, holds not over 10 minims, or 6.5 ¢.¢., as a rule. The statement 
by Guyon and Poirier that the capacity is 2 to 4 or 5 e.c. refers to 
the postmortem relaxed uterus and ineludes the cervical canal as well, 
and leaves out of aceount the space oceupied by the injecting tube. 

Automatie control on injection of semen or saline is had by using 
a bulb on the pipette not over 20 minims or (1.3 ¢.¢.), and with air 
inflation by not using a bulb over 4 ¢.c. (say 60 minims). The com- 
pressibility of air is taken into account in this difference in capacity. 
The rubber on the glass seals itself on after a couple of days, or may 
he tied fast. No length of elastic tubing should intervene to lower 
pressure readings. 


SUMMARY 


The uterine pipette and bulb furnishes an apparatus sufficient to 
test tubal pateney and expand closed tubes by the use of air, as a 
substitute for gas pneumoperitoneal methods. 


13 EAST SIXTY-FIFTIL STREET. 


SOME MOOT POINTS IN THE DIAGNOSIS OF THE CAUSES AND 
IN THE TREATMENT OF STERILITY* 


By Barron Cooke Hirst, M.D., PA. 


T IS the reader’s intention not to dwell on facts perfectly well 

known, but to present for consideration and a helpful exchange 
of views certain moot points in the etiology, the diagnosis of the 
sauses, and the treatment of sterility. Stenosis and anteflexion, the 
stigmata of infantilismus, fibromata and other mechanical obstacles 
to the junction of spermatozoon and ovum, retroversion of the uterus, 
salpingitis and ocelusion of the tubes, ovaries imbedded in exudate, 
mueopurulent leucorrhea, endocervicitis, infection of the endometrium, 
hyperacidity of the vagina are all well understood. 

But what do we think of a lack of genital sense as a cause of 
sterility ? 

You remember no doubt the story told by Witkowski of two Russian 
brothers whom he ealls A. and B. Finding themselves without off- 
spring after some years of married life they determined to visit a 


*Read at a meeting of the New York and Philadelphia Obstetrical Societies, March 14, 1922. 
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watering place famous for the cure of sterility in women. Accordingly 
they set out in an old-fashioned traveling carriage and arriving one 
day at an Inn, A was much taken with the appearance of the land- 
lady. After some preliminary skirmishing he persuades her to meet 
him in the traveling earriage after dark. But A’s wife, having over- 
heard the conversation, bribed the landlady to allow her to meet her 
husband. Meanwhile A repented of his contemplated infidelity but 
informed B of the opportunity that presented itself, of which B. 
determined to avail himself. Now <A’s wife persuaded B’s wife to 
take her place in bed, so that as her husband on his way to the as- 
signation glanced in his room. he would think his wife occupied her 
aceustomed place in his bed. This arrangement was earried out with 
the result that B. met A’s wife in the traveling carriage and A. went 
to bed with B’s wife and both women were impregnated that night. 


Then I remember another case. I delivered a woman by craniotomy 
after a very prolonged and complicated labor. The patient conceived 
a horror of sexual relations after her harrowing experience but con- 
tinued to live with her husband. After six years she had for the 
first time an orgasm and became pregnant from the coitus. 

This explanation may account for the numerous eases noted of 
married couples who use means of prevention for a considerable time 
after marriage and then find that when they wish a child, eoneeption 
does not oceur, in spite of the fact that an examination reveals nothing 
abnormal. I think we all agree that contraceptive methods system- 
atically employed for a considerable time diminish the activity of 
the genital sense, a fact ignored by the disciples of Mrs. Sanger and 
not known to the laity; I believe therefore that these methods should 
be included among the causes of a sterility no longer desired by the 
interested parties, and that our patients should be warned of this risk. 

There is another reason perhaps for the sterility and then the un- 
expected fecundity of Witkowski’s two Russian couples. It is pos- 
sible that there is the same enmity between certain uterine secretions 
and spermatozoa that we find in inimical types of blood. I have 
long thought that this would account for many otherwise inexplicable 
childless unions. 

Does transplantation of a race to another climate and environment 
influence fecundity? We have on this continent peculiar phenomena 
that suggest the query. There is the extraordinary fecundity of the 
French Canadians in contrast with the diminishing birth rate of the 
race in its original home. On the eontrary, there is the steadily de- 
ereasing number of children in the families of the Anglo-Saxons long 
settled in the United States. 

I believe that the first generation of Russian Jewesses born in this 
country has a much higher percentage of sterility than is found in 
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Russia and that the women who are not sterile are bearing fewer chil- 
dren than their mothers. 

Could this explanation account for eases of which the following is 
anexample: A woman and her husband, both of Anglo-Saxon origin, 
found their union sterile after some years. The woman consulted 
every specialist in Philadelphia and we all did our favorite procedure 
without suecess. Finally she was advised to go abroad with her 
husband and to spend a summer in England. She returned pregnant. 

I wonder whether the experience of the other members of this joint 
meeting coincide with mine that obesity is one of the most frequent 
eauses of sterility in women, ranking third perhaps after anteflexion 
with stenosis and salpingitis? I find that a system of weight reduction 
in fat women correets the comparative amenorrhea and deficient ovula- 
tion in sueh patients and that then, with or without the other treat- 
ments for sterility a conception oceurs which otherwise would have 
been improbable. 

I am reminded of this fact by a recent experience. IT was con- 
sulted 18 months ago by a woman on account of sterilitv. Pelvie exami- 
nation was negative. She weighed 225 pounds. I gave her a printed 
set of directions for weight reduction. She returned this week weigh- 
ing 185 pounds and pregnant. 

In addition to the many well recognized causes of sterility and the 
few just mentioned in a speculative sort of way, there will always be 
inexplicable cases. Take, for example, one of my patients who lived 
with her husband for 24 vears without conceiving and then found 
herself pregnant; both the long sterility and the eventual conception 
being unaccountable. 

In the second section of this communieation dealing with the diag- 
nosis of the causes of sterility, to avoid diseursiveness, it would 
seem wise to limit the discussion to two questions: the utility of ex- 
amining spermatozoa deposited in the female genital canal at intervals 
after coitus and the tests for pateney of the tubes. On both these 
points there is room for difference of opinion. It will be interesting 
and instructive to hear in what direction the majority of opinions 
incline. Abnormalities in morphology, vitality and motility of sper- 
matozoa recovered from the female genital tract can only be due, as 
far as we know at present, to (1) the presence of these conditions 
when the semen is emitted; (2) hyperacidity of the vagina; (3) mueo- 
purulent leucorrhea, endocervicitis or infected endometrium and (4) 
the possible enmity of normal uterine secretions to normal sperma- 
tozoa. For number 4 nothing can be done except a change of mates 
which is not usually practicable. Mucopurulent leucorrhea, or an 
infected endometrium, we all agree, must be remedied whenever found 
in sterile women; we all, I dare say, recommend alkaline douches be- 
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fore coitus, and the knee chest posture afterward in every ease of 
sterility; and abnormalities in spermatogenesis are most easily de- 
tected by the examination of the freshly emitted semen. Therefore 
the routine examination of the female genital tract after coitus does 
not seem to me worth the inconvenience of such examinations to both 
physician and patient. Occasionally, however, this examination made 
as Huhner sensibly insists of spermatozoa in the endocervical and 
intrauterine secretions at any time 12 to 48 hours after coitus, will 
yield information of interest, even if it does not suggest any method 
of treatment. The same may be said, I think, of Reynold’s meticulous 
examination of spermatozoa. 

In regard to the tests for the patency of the tubes, we are all indebted 
to Dr. Rubin, Dr. Reuben Peterson and others for perfecting methods 
and implements to inject nitrogen, oxygen or carbon dioxide gas into 
the uterus and to demonstrate its passage into the peritoneal cavity 
through the tubes by pressure observations or by the x-ray or by 
both. I have used and am using this method by Dr. Rubin’s very 
ingenious and convenient apparatus and have also employed the sim- 
pler, less expensive method of Dr. Carey: but these injection tests 
reveal only one of the intrapelvie anomalies that prevent conception: 
and they are not, I think, entirely devoid of risk. Two patients have 
lost their lives in Philadelphia in the last few months in the two hos- 
pitals with which I am connected, from the transperitoneal injection 
of gas and it would be impossible, I think, always to be sure that 
the uterine cavity and tubal canals are sterile so that an occasional 
peritonitis might easily be the consequence of this test; and be it 
remembered it is in cases with a history of previous pelvic infection that 
we most often desire to test the patency of the tubes. Nevertheless these 
tests are a valuable addition to our methods of precision in diagnosis 
and they have attained and will maintain an unassailable place among 
our diagnostic resources. 

sut I confess T prefer the exploratory section. It is safe; it reveals 
all the possible intrapelvie obstacles to conception and allows of their 
immediate correction. 

The last problem before us is the treatment of sterility. Of the 
many methods that might be employed T should like the privilege of 
briefly introducing three for diseussion: (1) the best and safest means 
to secure a permanent dilatation of the cervical eanal; (2) the eleec- 
trical stimulation of illdeveloped pelvic organs; (3) the dangers of 
artificial insemination and the medicolegal status of physician and 
offspring in extraconjugal insemination. 

(1) The uterine stem pessary to correct anteflexion was familiar 
to the profession when I first entered it but its use was soon discon- 
tinued. The idea was revived again in the various models of uterine 
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drains such as Gill Wylie’s and others. I employed these implements 
for about two years, but had some unfortunate eases of salpingitis as 
a result which made me doubtful of the propriety of their use. After 
two or three such experiences I happened to read in a British medical 
journal a recommendation of Schatz’s metranoicter. I imported the 
implement, modified it and have used it since 1908 or 1909. In one 
series of 150 eases collected from my records by Dr. P. F. Williams 
before 1915, he found a cure of sterility in the number of replies 
to inquiries sent out of 40.6 per cent. I have recently sent 270 letters 
to the patients in one hospital service operated on since 1913. Replies 
have been received from 22 per cent (60) and of this number 38.3 
per cent (23) have borne children, and there have been no infections 
of the tubes. In other words, of 420 eases dilated for stenosis and 
anteflexion as a cause of sterility it was possible to trace 113 over a 
period of some years. Of this number 39.4 conceived after a sterile 
marriage of more than 18 months to 18 years. 

Now is the continued use of intrauterine drains retained for a 
considerable time justifiable in view of the 7 per cent of infections 
reported from the Woman’s Hospital of New York and the admitted 
4 per cent of infections by the advocates of this method at a meeting 
of the Philadelphia Obstetrical Society? I think not. Quite as good 
if not better results may be obtained by a method free from risk. 

(2) I am surprised to find that electrical stimulation of the infantile 
uterus seems to be neglected by many gynecologists. I have referred 
to a number of cures by this means at a recent meeting of the electro- 
the ‘apeutie society. Although aware that a single case counts for 
very little, I believe I am justified in mentioning a recent experience: 
Six vears ago I dilated the cervieal canal for stenosis. The uterus 
was ill-developed, so I referred her to the chief of dispensary on my 
service in the Howard Hospital, Dr. Mann. For two months out of 
every year this woman took a course of electrical treatment and is 
now pregnant for the first time. It will be interesting to hear the 
opinion and the experience of the members on this point. 

Finally artificial insemination, demonstrated to be a_practieable 
treatment of sterility with a certain percentage of successes, must be 
more carefully considered. While it may be successful, the injection 
of seminal fluid into the uterus is not entirely safe. I have recently 
operated on a particularly virulent and extensive pelvie suppurative 
infection the result of artificial insemination. 

And then there are interesting medico-legal questions involved in 
extra-conjugal insemination. For example: I know of two eases re- 
eently in Philadelphia in which the seminal fluid of men other than 
the husband was employed with success. 

A childless couple in a town in Ohio, hearing of the suecess of a cer- 
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tain woman physician in Philadelphia with artificial insemination, de- 
termined to consult her but found that the railroad fare for two 
was more expensive than they were willing to afford so the husband 
suggested that one fare could be saved by utilizing the services of his 
brother who lived in Philadelphia. This was done and the woman 
returned pregnant. 

In another case an impotent man utilized a male relative with 
success. 

Such cases, presenting a new medicolegal problem, demand some 
agreement with our legal brethren as to the legitimacy of the offspring, 
their right to the inheritance of property, and the responsibility of 
the physician in effecting what in reality is an illegitimate impreg- 
nation. 


1821 Spruce STREET. (For discussion, see p. 190.) 


UNSUSPECTED MALE STERILITY* 
By W. H. Macxinney, M.D., Pa. 


Fines analyzing a number of eases of sterility, due to anatomic 
defects or impotence from various causes, I decided that I would 
confine my remarks to a group of cases constituting what might be 
termed unsuspected male sterility. It has been my privilege to ex- 
amine completely 82 married males, the wives of whom had con- 
sulted Dr. Barton Cooke Hirst, seeking a reason for their failure to 
conceive. Many of these women had been operated upon with the 
idea of facilitating conception. In all cases, as may be inferred, the 
sexual act was consummated to the apparent satisfaction of husband 
and wife. These 82 males were carefully studied with regard to their 
past medical history, occupation and general habits. A _ physical 
examination of the genital organs, including a chemical and micro- 
secopie examination of the urine and microscopic examinations of the 
fluid expressed from the prostate and seminal vesicles by massage 
per rectum was made. The semen collected in a condom and maintained, 
as near as possible, at body temperature, was examined within three 
hours after ejaculation. Where the first examination of semen showed 
defects in number, form or motility of spermatozoa, a reexamination of 
the semen was advised, and in many eases, three or more examinations 
were made before an opinion relative to virility was given. 

Of 82 cases examined, the male was found virile in 43 eases, 
or 52.4 per cent. In 39, or 47.6 per cent, serious defects ranging 
from complete azoospermia to definite degrees of oligospermia with 


*Read at a meeting of the New York,and Philadelphia Obstetrical Societies, March 14, 1922. 
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alterations in structure and impaired activity of spermatozoa, were 
determined and assigned as causes of the sterile marriage. 

Of the 39 males considered sterile, 22 showed a complete azoo- 
spermia, that is, a total absence of spermatozoa, and 17 showed an 
oligospermia, that is, a very appreciable and constant diminution in 
the number of spermatozoa. 

In the cases of complete azoospermia, an obstruction to the epi- 
didymi, vas deferens or ejaculatory ducts, was suspected, in 7 cases 
which presented a very definite history of urethritis, complicated with 
unilateral or bilateral epididymitis and confirmed by the finding of 
definite inflammatory indurations in the epididymi. The remaining 
15 cases of azoospermia were obviously due to defective spermato- 
genesis, and for the most part, presented no history of inflammatory 
conditions of the urethra or adnexa—and upon physical examination 
showed various conditions of the testicles, ranging from the apparently 
normal to the obviously atrophie and worthless organ, from the stand- 
point of spermatogenesis. 

In considering the subject of azoospermia, one is at once impressed 
with the fact that eases, the result of obvious obstruction to the 
passage of spermatozoa from the testicles to the urethra, constitute 
only about one-third of the total number of such cases and the belief 
that an antecedent gonorrhea with complications, chiefly epididymitis, 
is the chief cause of azoospermia, fails of confirmation in this series 
of eases. Gonorrhea and its complications are the main etiologic factors 
in the cause of obstructive azoospermia, but the cases of azoospermia due 
to other congenital or acquired conditions of the testicles, affecting the 
spermatogenic properties of the seminiferous tubules, outnumber the for- 
mer two to one. In trying to determine the cause of azoospermia due 
to defective spermatogenesis, a careful analysis of the history of pre- 
vious diseases, operations, and accidents was made, supplemented by 
physical examination of the testicle, vas, seminal vesicles and prostate. 

Twelve of the 15 cases denied gonorrhea and the remaining 3 
who acknowledged a previous gonorrhea, presented no history of com- 
plications nor evidence of remote effects of gonorrhea which might 
be construed as a possible etiologie factor in their condition. Ten cases 
presented no history of any of the commonly regarded serious infec- 
tions, such as typhoid fever, pneumonia, malaria. One case gave a 
definite history of testicular mumps, five years prior to marriage. In 
7 cases physical examination revealed no abnormality in size, shape, 


or consisteney of the testicle. In the remaining 8 cases—obvious de- 


fects in size, shape and consistency were noted, varying from moderate 
reduction in average size to advanced atrophy of one or both testicles. 
In but one ease, namely that of bilateral orchitis, due to mumps, could 
a definite, well recognized etiologic factor in testicular atrophy be 
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ascribed. In the remaining cases, nothing in the history could be 
construed as a possible cause of the failure of spermatogenesis, except 
a congenital defect. 

The cases of oligospermia, or those in which spermatozoa are pres- 
ent, but in comparatively small numbers, comprise a large and interest- 
ing group of cases. Oligospermia simply means a reduction in the 
average number of spermatozoa contained in the ejaculate, and as it is 
impossible to estimate the normal or average number of spermatozoa 
in the normal ejaculate, one must be guided in his opinion by per- 
sonal experience and numerous examinations, in deciding that an 
oligospermia exists. Fortunately the diminution in the number is so 
obvious in the large majority of cases, that simply a glance at a num- 
ber of microscopie fields convinces one, that the number of spermatozoa 
are diminished. There are, however, relative grades of reduction 
which may be elassified as mild, moderate or marked, and it naturally 
follows that the fewer the number of spermatozoa, the less the prob- 
ability of feeundation, so that none of these cases can be said to be 
absolutely sterile. Considerable care must be exercised in giving an 
opinion, stating to the patient that fecundation is possible but highly 
improbable. The opinion will also vary depending upon the degree 
of reduction and probably more upon the conformity to normal of 
those present in size, shape and motility. It is this group of cases 
which particularly demand repeated examinations of the seminal fluid, 
and advice as to frequency of coitus, before an opinion is given. In 
this group of eases, I find, 17 patients married from 18 months to 11 
years and as yet unblessed with offspring. One patient married 
two years had a child by a first wife, he however, contracted gonor- 
rhea after the death of his first wife and six years before the second 
marriage, and the semen obtained for examination, showed only four 
or five dead spermatozoa to microscopic field. 

In reviewing the past medical history of these cases, 10 disclaimed 
any serious illness and denied venereal infection, 2 had been operated 
for double inguinal hernia, 1 only acknowledged a gonorrheal infec- 
tion. One had had a severe attack of typhoid fever. One had been 
operated for a pus appendix, one for gall bladder disease and one had 
had malaria. 

Physical examination revealed the testicles apparently normal in 
13 eases, in but 4 cases was the testicle undersized, soft or flabby. 
In 2 cases the epididymus on one side was slightly infiltrated. Chronie 
inflammation of the prostate as manifested by alterations in the size, 
shape, consistency and sensitiveness of the prostate, and the presence 
of pus in the expressed secretion, was present in five cases. 


A study of the number, morphology, and motility of the spermatozoa, 
was interesting. In some eases, nothing appeared abnormal except 
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that very few spermatozoa existed. The head, midpiece and tail 
were perfectly developed and motility existed. In the majority, how- 
ever, the existing spermatozoa were deformed, the head globular or 
flattened, the tail incomplete and motility very slight or absent. 

No ease of true necrospermia, that is, an average number of sper- 
matozoa all of which showed no motility, were encountered in this 
series. I might be pardoned a moment, to discuss and eall your at- 
tention to this very interesting group of neerospermia. They are 
uncommon but undoubtedly exist, and contribute strong evidence 
that motility is imparted to the spermatozoa by a substance apart from 
that generated by the true spermogenie epithelium of the seminiferous 
tubules. 

Attention has been called by several authors, to the intimate rela- 
tion of the hormones of various ductless glands and of portions of 
mixed glands, as the testicle to sexual development, sexual activity, 
and to the motility of spermatozoa. There is no doubt in my mind, 
that such glands as the anterior lobe of pituitary, portions of the ad- 
renals, thyroids and interstitial cellular matter of the testicle, play 
a very important réle in eases of this type. 

In considering the cause of oligospermia, one is face to face with 
a very complex problem. The term oligospermia, is only a relative 
one and simply means a diminution in the number of spermatozoa 
helow the average or normal amount found in the ejaculate. It is 
also possible and seems likely, that this condition in the same in- 
dividual might vary within wide limits, at different times, depending 
upon numerous factors—sueh as diet, mental and physieal aetivity 
and sexual activity. 

Reynolds and MeCombes have considered diet as a very important 
factor in both sexes and have noted the effect of restricting the fat, 
protein, and caleium contents of the diet in white rats, in diminishing 
fertility. They report eases of oligospermia considerably improved 
by regulating the fat, protein and calcium content of the diet to the 
physical requirements of the individual. 

Intense mental activity, or physical exhaustion or debility, too 
frequent intercourse, the x-ray and probably numerous other factors, 
such as exeessive use of alcohol, tobacco, ete., may exert in certain 
instances, an inhibitory influence upon the formation of spermatozoa, 
with a resulting oligospermia, and these factors must be taken into 
account as a possible cause of oligospermia and considered in the 
proposed treatment of the condition. 

It is not my intention to discuss the treatment of male sterility. 
It is, on the whole, highly unsatisfactory. In certain types of obstruc- 
tive azoospermia, operations to remove the obstruction are to be 
recommended. In failure of proper spermatogenesis, all possible con- 
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tributing factors must be taken into consideration in an effort to 
increase the spermatogenie function. 

In concluding, I may briefly summarize the salient points in a con- 
sideration of sterility: 

1. In all eases of sterility the condition of the male should be in- 
vestigated. 

2. This investigation consists essentially in determining the quan- 
tity and quality of spermatozoa present in the ejaculate. 

3. Various statistics estimate the male to be responsible for sterility 
in marriage in 40 to 50 per cent of cases. 

4. The treatment of male sterility is, on the whole, unsatisfactory. 
In cases definitely due to obstruction, operations of various types are 
recommended, and are successful in a small percentage of cases. In 
defective spermatogenesis many treatments are advised but success 
is entirely problematic. 


1708 CHESTNUT STREET. (For discussion, sce p. 190.) 


A REVIEW OF SEVENTY-FIVE CONSECUTIVE HYSTEREC- 
TOMIES FOR FIBROMYOMATA UTERI* 
By Roya C. Van Erren, M.D., F.A.C.S., New York, N. Y. 


HIS is a review of seventy-five hysterectomies from the records of 

the Sloane Hospital for Women, over the period from July, 1919, 
to June, 1921. The cases include both private and ward patients 
and represent the work of seven operators. More recent cases have 
purposely been omitted, in order to afford a working basis for the 
‘*follow-up.’’ 

The ‘‘Sloane’’ management of cases is somewhat different and, 
perhaps, somewhat more eareful than the usual treatment. It is to 
this, in large measure, that we attribute our good results. Each 
case has been studied carefully, some of them for six months. All 
have had urinalysis, complete blood counts, (in some cases blood 
erouping), Wassermann tests, cervical and urethral smears and blood 
pressure observations. Blood chemistry has proved of little value. 
Practically all cases have been examined by a competent medical 
man as to the advisability of operating, as to possible complications, 
and as to contraindieations. In almost every case there has been a 
direct personal consultation with all the staff and attending surgeons. 
All have had pathological examinations of specimens removed. We 
have not tried digitalization of cases previous to operation, as has been 
done at the Mt. Sinai Hospital. 


*Read at a meeting of the Section on Obstetrics and Gynecology, New York Academy of 
Medicine, March 28, 1922. 
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While there is a general impression of good results obtained, to 
ascertain definite information would, of course, require a prolonged, 
eareful and accurate ‘‘follow-up.’’ Only six months have elapsed 
since our last reported case. This paper can give only the findings 
to date and try to formulate conclusions which may be drawn re- 
garding: 1. General morbidity, 2. The end result, as regards anemia, 
general improvement, changes in the circulatory system, ete., follow- 
ing the extirpation of fibroid masses in the pelvis, and 3. A com- 
parison of these results with the results obtained by radium in similar 
eases. This is a considerable undertaking and covers a large field. 
Let me simplify as much as possible. 

In the seventy-five cases there were: 


1. 20 complete hysterectomies (‘‘in toto’’) 


2. 55 supravaginal hysterectomies 

a. 15 without removal of adnexa 

b. 16 with one ovary and tube removed 
e. 44 with both ovaries and tubes removed 
d. 40 with removal of appendix 


Additional treatment was given for the following complications: 
Salpingitis 23, ovarian cysts 17, adhesions 18, chronie appendix 25. 

The symptoms before operation were hemorrhage in 34, signs of 
growth in 11, signs of pressure in 26, pain in 35, and intestinal symp- 
toms in 4, or any combination of these, there were some with all. 

The operative recoveries were uncomplicated in 67, complicated in 
8, chiefly slight hematoma of the broad ligaments, or slight pelvie 
induration. Follow-up reports were obtained on 70 eases. 

The anatomie and symptomatie results were satisfactory in 70 and 
unsatisfactory in five. The disagreeable symptoms for the patient 
were continued pain, bladder irritabilitv, adhesions, nervousness 
(menopause symptoms), constipation, postoperative bleeding (1), and 
one death, 2 months, 10 days postoperative, or a mortality of 1.5 per 
eent. The ages varied from 25 to 56 years, and there were 26 under 
40 years. From this it will be seen that there were no eases of 
phlebitis, of postoperative pneumonia, or ascertainable embolus. 

1. As regards general morbidity. The postoperative temperature 
in these cases was on an average 101°, to normal on the fourth day. 
Some ran none at all after the first day. The convalescence was satis- 
factory in all but the one patient who died. 

2. As regards anemia. Careful blood counts (complete) were taken 
in all cases before and after operation. In 65 per cent anemia was 
clearly due to previous bleeding. In 15 per cent it seems reasonable 
to assume that it was due to toxie causes, as the fibroids on removal 
and section showed degeneration. The last 20 per cent must remain 
unclassified at present. In three cases, there was such a marked 
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anemia that transfusion was done before operation. We believe 
that a hemoglobin content of 45 per cent is a distinct contraindication 
to operation, except in extreme cases. Below 35 per cent, practically 
excludes a complete operation. 

5. As regards blood pressure postoperative. In 50 eases the blood 
pressure was taken following as well as before operation. There was 
an average lowering of 5 to 10 mm. in the systolic pressure. None 
went up, all went down a little. 

4. As regards circulatory improvement. Aside from local, i.e., pelvic 
and femoral circulation, we found not only the above blood pressure 
changes, but also an increased general circulatory improvement, charac- 
terized by more steady heart action, slowness of the pulse, and personal 
well-being. Dr. Studdiford had one ease in partieular whose recovery has 
been marvelous. A woman, single, 40 years old, had known of the 
existence of fibroids in her abdomen for years. Her doctor could 
not persuade her to have an operation. Finally, when orthopneic, 
dyspneie, and with much edema of her lower extremities, to say noth- 
ing of pressure symptoms in the abdomen, she had these large tumor 
masses removed with surprisingly good results. This shows what she 
might have been spared if an earlier operation had been done. 

The use of radium and x-ray must be mentioned in relation to the 
treatment of fibroids. In Dr. Howard Kelly’s review of 216 cases 
treated with radium in 1918 (Surg., Gynec. and Obst., 1918, xxvii, 402), 
we see that many of our own are outside of his classifications, e.g., 
presence of pus tubes, cysts of the ovaries, and pressure symptoms. 
Cystie, eroded and lacerated cervices also would have been unaffected 
by the use of radium. As econtraindications Kelly gives no inflam- 
matory conditions, no eysts of ovaries, no complications, e.g., appen- 
dicitis, gallstones, no pressure symptoms, no fibromata with malig- 
nant changes. And at a meeting of the New York County Medical 
Society, January 23, 1922, he stated that in a series of 700 cases, nine 
out of ten stopped bleeding with the use of radium. 

It is difficult to tell if there are complications present, difficult to 
tell if there is a degeneration in the fibroid. Perhaps, insufflation and 
x-ray may help. 

And now a word about our technic to which, in a measure, we at- 
tribute our good results. All cases are subjected to certain prepara- 
tory measures. Not the least of these is hospitalization for five to 
seven days before operation; contrary to the previous custom of 
‘‘in at night, operation in the morning.’’ The day before operation, 
the area is shaved, vaginal, abdominal or both. At seven p.m. three 
drams of milk of magnesia are given, also one soap-suds enema. On 
the morning of operation, no breakfast is taken. A urine specimen is 
sent to the laboratory, and one soap-suds enema is given. Nothing by 
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mouth after midnight. Before going to the operating room, the pa- 
tient voids. On the way to the operating room, a chest protector, 
laparotomy stockings, and a cap are worn. Iodine preparation, both 
vaginally and abdominally, is used. This includes in practically all 
eases an injection of iodine into the eavity of the uterus. A final 
catheterization is done and thorough pelvic examination under ether 
is made. <A preliminary curettage was done in 65 per cent of the 
eases. Radium was used in one ease before, and in one after operation 
where carcinoma of the fundus was found coincident with the fibroma. 
We use great care in hemostasis, peritonealizing and in closing the 
wound. We rim out the cervix in addition to removing a wedge for 
better approximation, and for cleaning out the eanal; doubtful cer- 
vices, i.e., cystic, or with deep lacerations and erosions have been re- 
moved with the uterus. In the hemostasis, we have doubly ligated 
the uterines in each instance (a technie developed by Dr. Studdiford), 
ineluding the eut uterine in the first cervical suture. Hemostasis has 
been complete in all cases, and little loss of blood has resulted. We 
peritonealize carefully to prevent infection and adhesions, just as we 
use iodine to prevent sepsis. 

In 20 cases we did a complete hysterectomy, all of these had 
lacerated, or ‘‘dangerous-looking cervices.’’ The term ‘‘preeancerous”’ 
is too sweeping for some of us to accept. The operation of complete 
hysterectomy is much more difficult and some of the after-effects are 
certainly more distressing to the patient in the ease of failure. 


Perhaps, certain typical notes on our eases may be interesting, e.¢., 
‘‘temperature rose to 101° after operation, running as high as 100° 
for six days postoperative, dropping gradually to normal. Conva- 
lescence otherwise uneventful without untoward symptoms.’’ As a 
final note on discharge, ‘‘ Abdominal incision firmly healed, very slight 
vaginal discharge; cervix looks and feels normal, high up; patient 
well but weak; going to country to convalesce.”’ 

Each patient is told what was done; what to expect in the way of 
symptoms; what not to do; and is given a follow-up eard with the 
operative diagnosis and procedure on the back, if she goes to another 
hospital at any time. The follow-up for us is at six months, one 
year, or as often as the case demands. Quite a large number of our 
ward eases were sent to the country by our Social Service Depart- 
ment for convalescent care. 


Let me give a typical follow-up note: Mrs. 8. operation 6-5-21—Note 10-23-21: 
‘*Bearing-down pains, for which patient originally came to the elinic, have 
disappeared, Oceasional pain in back when she does heavy work; does general 
housework, so that she feels benefited by the operation. Abdominal scar well 
formed; external genitals negative; pelvic floor gives good support; cervix, no 
laceration, small, movable; no masses felt in lateral fornices; uterus not felt. 


> 
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Just a word about one or two of our eases. Mrs. A. J., 42, colored, 
bleeding for six months; hemoglobin 35 per cent, found to have a 
Wassermann 4+; treated by the Department of Syphilology for two 
months with ‘‘606’’ and injections of mereury; bleeding stopped with 
‘*606.’’ Transfused to bring her hemoglobin to 60 per cent. Operated 
upon six months after she first came under our observation. The 
follow-up three months later, found that although she was still having 
some antisyphilitiec treatment, she was also bleeding from a small 
polyp which had formed in the cervix stump. This was removed and 
now she is entirely well. There was one case with the so-called 
chocolate cysts of the ovaries with fibroids—now after nine months 
doing splendidly and with a systolic blood pressure of 120 mm. of 
mercury, instead of 150 mm. 

Our one death was due to an error of judgment on my part. A woman 
of 67, with a persistent sinus, from an old tubercular hip, operated upon — 
by Dr. C. MeBurney in 1893, and twice since by other operators, came 
to the Vanderbilt Clinie with a large mass in the abdomen, which 
[ felt convineed was an ovarian cyst and which I hoped would shell 
out fairly easily. Even under ether, the mass seemed moderately 
movable, and although her cardiae action was not good, I felt that the 
removal of the eyst would greatly help the patient. Needless to 
say, I was dealing with adherent fibroids, and a most difficult opera- 
tion was done in removing them. She lived for two months and ten 


days, but developed a feeal fistula and a terminal pneumonia carried 
her off. 


SUMMARY 


1. The morbidity rate in this series and the gradual improvement 
after operation has been most striking. 

2. The anemia has been markedly improved. 

3. We have found a definite fall in the blood pressure postoperative, 
in one instance from 170 to 130 mm. systolic. 

4. Carefully prepared and carefully watched eases give the best 
final result. 

5. Our statistics have shown that the follow-up is an absolute essen- 
tial for success and knowledge of eases. 

6. We have intentionally left out of this study ail vaginal hys- 
terectomies; all pregnancy cases complicated by fibroids; and all cases 
where myomectomies were done. 
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OBSERVATIONS ON THE TREATMENT OF SYPHILIS IN PREG- 
NANCY IN THE DEPARTMENT OF HEALTH IN DETROIT 


By Water E. Wetz, M.D., F.A.C.S., anp ALFRED E. Van Nest, M.D., 
Detroit, MIcHIGAN 


[* 1915 J. Whitridge Williams reported syphilis as the causative 
factor in over 26 per cent of 705 fetal deaths occurring in 10,000 
deliveries at the Johns Hopkins Hospital. It has been the experience 
of most obstetricians that the greatest causative factor of premature 
deliveries and macerated feti is syphilis. In an effort to reduce fetal 
mortality from this cause, an attempt has been made to lessen the 
incidence of inherited syphilis through prenatal care in Prenatal 
Station I of the Department of Health of Detroit. We aim therefore 
to diagnose syphilis as early as possible in pregnancy and to commence 
treatment at the earliest possible time, in order to cure the mother and 
child before birth. 

After admission a brief family history of the patient is taken. At 
this time an effort is made to uncover any familial luetie conditions. 
A short personal history with special reference to luetie infection, 
lesions or antiluetic treatment is then secured. <A concise history of 
labors is noted in chronological order. The year of each abortion, 
miscarriage and labor is written in order of occurrence; after the year 
of each delivery is written the period of pregnancy, duration of labor 
and character of delivery in order. Stillbirths are noted in order 
of occurrence as well as any pathology of pregnancy, labor, or puer- 
perium of a given delivery. The patient is given a thorough physical 
examination at the first visit: Luetiec changes as shown by dermal, 
vascular, neurological involvement are noted in all eases. Blood for 
a Wassermann test is always taken from every patient at the first 
visit. Those whose history is indicative of luetic infection, but whose 
Wassermann reaction returns negative or faintly positive, are given 
luetin and provocative Wassermann tests to aid in diagnosis. A Was- 
sermann test is made on the spinal fluid in selected cases. 

During the year 1921, 1467 new prenatal cases attended this clinic. 
There were 699 white women (47.6 per cent) and 768 colored (52.4 
per cent). Of this number 193 (13.1 per cent) were diagnosed as 
syphilitic. Among the white patients 40 (5.7 per cent) were syphilitic. 
Among the colored patients 153 (19.3 per cent) were syphilitic. For 
various reasons 46 of the entire number were lost track of and 147 
were cared for through pregnancy and the results of delivery noted. 

Diagnosis was not made by a positive Wassermann reaction alone. 
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Of the 147 cases completed, 128 had a positive Wassermann reaction 
from their blood, an incidence of 87 per cent. The Wassermann test 
was usually considered positive in which there was a 2, 3, or 4+ reac- 
tion with aleoholie antigen. 

Luetin was used as a diagnostic aid in 54 prenatal cases. These 
resulted in 42 positive pustular reactions and 12 negative, a percentage 
of 77.6-per cent positive. In the same series there were 45 positive 
Wassermann reactions with 9 negative, or a positive percentage of 
83.3 per cent. As compared with the Wassermann reaction the luetin 
test agreed in 93.3 per cent of these cases. 

Only one chanere was demonstrated in the entire number of eases. 
Twenty-nine (19.7 per cent) had luetie skin lesions. Forty-two (28.5 
per cent) had absent or markedly retarded reflexes. Eighty-three (56.7 
per cent) had ocular changes. Of these 18 (12.2 per cent) had definite 
Aregyll-Robertson pupils. Seventy-four (50.3 per cent) had glandular 
involvement. 

Abortions of feti under 16 weeks’ development are considered of no 
diagnostic value, as transmission through the placenta probably re- 
quires a minimum of three months before development of syphilis in 
the fetus. Weber* in 35 eases of abortion during this period was able 
to rule out lues in every ease. Histories of previous miscarriages at 
from 16 to 28 weeks pregnaney, premature deliveries to 40 weeks’ 
duration and delivery of macerated feti are considered valuable aids 
in diagnosis. In the Munich Woman’s Cliniet from 252 luetie children 
201 (82 per cent) were delivered prematurely. In our series there 
were 106 multiparous women. Of these 57 had given birth to 129 
premature deliveries, previous to attendance at the elinie, an average 
of 2.2 per individual. 

An effort was made to confirm diagnosis in those feti which were 
stillborn or died while at the Herman Kiefer Hospital, by means of 
postmortem examinations. Also a Wassermann test was made from 
the cord blood of all babies born in the Hospital. Living children of 
luetie or suspected cases were examined carefully for signs of the 
disease; also they were examined at the end of six weeks for luetic 
signs which might have developed in that time. 

All possible factors which bear on the individual case were weighed 
to diagnose lues. Where there was a negative blood Wassermann 
other positive findings, physical, anamestic, luetin test or spinal fluid 
tests were considered of sufficient importance to base a positive diag- 
nosis on. 

As soon as a positive diagnosis of syphilis is made treatment is 
started regardless of the period of pregnancy. Two injections of 
salicylate of mereury in goose oil, and one intravenous injection of 


*Ouoted by Déderlein, Handbuch der Geburtshilfe, vol. 2. 
*+Déderlein, Handbuch der Geburtshilfe, vol. 2 
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neosalvarsan are given weekly for a period of six weeks. The first 
injection of neosalvarsan is gm. 0.3. Subsequent injections are gm. 
0.45 for two injections, then gm. 0.6 per injection. If time permits a 
period of one month’s rest is followed by a second course of the same 
treatment. In marked renal conditions the use of mercury is lessened 
or stopped. So far as possible the course of treatment is continued 
without any intermission. We find considerable difficulty in persuad- 
ing some to continue treatments as they feel perfectly well without 
them, and not too well after mereury injections. 

All babies from syphilitie mothers regardless of the result of cord 
Wassermann test are referred to an Infant Welfare Clinie for fur- 
ther observation and treatment. The record from the Prenatal Clinie 
is sent also for the babies’ record there. All mothers are informed of 
the hidden danger of the disease and told that the other members of 
the family might be infected. They are then urged to have all other 
members of the family carefully examined for evidences of the dis- 
ease. They are advised to continue treatment until the disease is 
eradicated. The importance of curing the entire family is clearly 
stated to them at the same time. 


RESULTS 


Of the 147 syphilitic mothers eared for by the clinic, 46 had 
adequate treatment consisting of three or more injections of neo- 
salvarsan and eight or more injections of mereury. 

These gave birth to 45 living children and one stillbirth, a fetal 
mortality rate of 2.1 per cent. The remaining 101 had insufficient or 
no treatment. These gave birth to 26 miscarriages or stillbirths with 
fetal development of from 16 to 40 weeks. This is a primary fetal mor- 
tality of 25.7 per cent for neglected cases. 

In this series were eight miscarriages at from 16 to 28 weeks. All 
of these were not treated. 

Of the 19 stillbirths occurring in the third period, 28 to 40 weeks, 
only one had full treatment and that was given in the third period 
of pregnancy. 

Five mothers who had full treatment in the first period (up to 16 
weeks’ pregnancy) gave birth to living children with no sign of 
syphilis. 

Nineteen mothers who had full treatment in the second period of 
pregnancy, 16-28 weeks, all gave birth to living babies. 

It was possible to obtain cord Wassermanns only from those babies 
born at Kiefer Hospital. Among these, some of the tubes were broken 
and the blood of others was anticomplementary. There were only 79 
specimens which could be properly examined ;—63 of these (78.7 per 
cent) were positive. 
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Of the 79 cord Wassermanns examined 26 mothers had had full 
treatment. The result of the babies’ Wassermann tests in these 26 
eases was 8 (30 per cent) negative. From the 53 mothers who had no 
or insufficient treatment only 8 cord Wassermann tests were negative 
(15 per cent). 


DISCUSSION 


Approximately 85 per cent of the mothers diagnosed as syphilitic 
suffered from latent syphilis. None of these had any complaint of 
illness and visited the elinie only because they were pregnant. It 
was only beeause of routine examination that these were discovered. 

It is of the utmost importance to make an early diagnosis so that 
arly treatment can be instituted. As syphilis is only transmitted 
through the placenta to the fetus after a period of about three 
months, it is evident that the treatment instituted early in pregnaney 
is capable of preventing fetal transmission. After the spirochaete 
has been implanted in the fetus, the possibility of fetal cure is les- 
sened, and more difficult to accomplish. It is questionable whether 
antisyphilitie treatment through the mother ean be of any value to 
the fetus 7x utero when the vital organs of the fetus are severely in- 
volved. So, as far as the fetus is concerned the later the treatment 
is begun in the mother, the less possibility of either cure or control 
on the part of the fetus. It is our opinion that full treatment should 
be attempted even at the end of pregnancy in hope of securing a 
controlled ease in a living child which can be further cared for after 
birth. 

We have not found the injection of neosalvarsan productive of 
misearriages or premature deliveries. With a small initial dosage, 
om. 0.5, and an inerease to gm. 0.45 or gm. 0.6 in weekly injections, 
we have seen no harmful results of this nature. 

Those mothers who have not completed their treatment before de- 
livery are urged to return for the completion of treatment after de- 
livery. Also they are urged to return to the clinic for examinations 
and eare as soon as future pregnancies are suspected. 

It is necessary for every prenatal case to be carefully examined 
for syphilis. Routine examinations of placenta and fetus for signs 
of syphilis are of value not only to the child, but of greater value to 
subsequent children which are born after proper treatment has been 
instituted upon the mother. | 
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THE PREVENTION OF STRLA GRAVIDARUM, DIASTASIS OF 
THE RECTI MUSCLES, VISCEROPTOSIS AND PTOSIS OF 
THE BREASTS IN PREGNANCY* 
By G. Cart H. McPueerers, A.B., M.D., Fresno, Cau. 


PRELIMINARY report outlining the methods of the writer for 

the preservation of the figure-profile of the pregnant woman 
was published last year.t That report embraced the experiences of 
the previous two years’ practice in the application of the instructions 
described. Since that report was written another year of still wider 
application of these methods has elapsed and a total of 500 patients 
to date have carried out the instructions outlined. 

The writer holds that childbearing need not spoil the figure-profile 
of any healthy woman who will cooperate with her physician during 
her pregnancies, whether one or many. That childbearing does cause 
multiple striz formation, overdistention and diastasis of recti mus- 
cles, visceroptosis, backache, groin pains, bladder embarrassment, 
constipation and ptosis of the breasts in pregnancy and lactation, is 
well known. As for the women themselves, the fear that childbearing 
will spoil the figure is commonly expressed by the most intelligent 
young matrons, many of whom are active in sports and social activi- 
ties. They have around them a number of examples among their 
mothers, sisters and friends to show what pregnancy will do for the 
figure, poise and body earriage. There is no argument one can ad- 
vance to show them that pregnancy was not the cause of the pen- 
dulous abdomen and breasts of their relatives or friends, because it 
is a fact. It is our duty to show them means by which the havoe 
of the figure, due to pregnancy, ean be prevented. 

The idea commonly prevalent among the laity is that the pregnant 
woman should diseard her corset. Most women still practice this 
and go to term without any abdominal support and no eare, what- 
ever, of the abdomen, or the breasts. The results to the figure- 
profile are familiar enough especially to the patients themselves. 

The prevention of strix should commence in the second or third 
month of pregnaney; it will not ordinarily be entirely successful if 
begun later than the fourth month. Spasmodic, irregular massage 
of the abdomen with one hand, in the manner of the small boy with 
a colic, is almost without any value. The addition of fats and oils 
to this unsystematie massage adds little to the results, ‘‘Mother’s 


*Read before the Section on Gynecology and Obstetrics at the Annual Meeting of the 
Medical Society of the State of California at Coronado, California, May, 1921. 
*California State Journal of Medicine, October, 1921, No. 10. 
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Friend’’ advertisements notwithstanding. Persistent, systematic 
daily massage with both hands, after the method developed by the 
writer, will positively prevent the formation of strie gravidarum. 
The patient (preferably a primipara, because in her case the best 
results can be obtained) is instructed to perform vigorous massage of 
the entire abdomen and hips for at least ten minutes every night and 
morning. This should be carried out from the day of her first visit 
to the office until the date of delivery. It is well to remind the patient 
that it may not be entirely successful in preventing all striw if begun 
later than the fourth month, particularly, if the patient gains a large 
umount of weight. The patient is instructed to divide the skin of the 
abdomen into imaginary vertical strips, as shown in Fig. 1. She 
is then directed to begin in the left groin and massage a strip of 
skin about 3 inches wide, extending upward to the left costal border. 


Fig. 1. Fig. 2. 


This may be called strip No.1. Strips Nos. 2, 3, 4, 5, and 6 are parallel 
to this and account for the entire skin surface of the abdomen (Figs. 
1 and 2). Each strip is to be massaged in turn in a transverse direc- 
tion, commencing in the groin, or at the pubes, and working upward 
to the costal margin. This method is systematic and no portion of 
skin is omitted. The hips are each massaged in like manner. 

The patient is placed in the Fowler’s position upon the office 
examining table with the abdomen and hips exposed and shown how 
to stretch the skin by deep transverse massage with the curved finger 
tips of both hands. The physician, or attendant, should demonstrate 
this directly upon the patient’s own skin in order to show the degree 
of pressure and amount of pulling of the skin. The patient is told 
to press in deeply with the finger tips and pull the skin vigorously 
until it smarts (Fig. 2). Only in this manner ean she really stretch 
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the deep elastie connective tissue fibers of the corium, which the histo- 
logie studies show are the structures disrupted in strie gravidarum. 

Should the skin be dry or become irritated after repeated treatment, 
the patient may dip her finger tips in olive oil, palm oil, or cocoa 
butter, when beginning massage. Much oil is inadvisable, however, 
since the finger tips will slip too easily over the skin and no real 
stretching of the skin will be accomplished. Most patients do not 
need to use oil until after the massage. The patients are instructed 
to use one of the oils mentioned on the entire skin of abdomen and 
hips after completing the massage in order to preserve the soft 
texture. The patients massage themselves thus, (or have their hus- 
bands perform this massage for them) for ten minutes before dress- 
ing in the morning and for ten minutes after disrobing at night every 
day until eonfinement. 

The results of this systematic massage of the abdomen are very 
eratifying. In all the writer’s eases where this massage was faith- 
fully carried out, and was begun before the fourth month, the patients 
have prevented all striw. In addition, the abdominal skin at term, 
instead of being tightly drawn like parehment and broken by num- 
erous striw, is soft and velvety and ean be picked up by the examining 
fingers and stretched like rubber. Those patients who begin massage 
late, and who gain large amounts of weight during pregnaney avoid 
the lone wide striw of the eases who have no eare at all, but often 
present small strie not over one inch in length on the hips and just 
above the groins on the lower abdominal skin.’ 

The deeper supports of the abdominal viscera, namely, the ab- 
dominal muscles, are protected by supporters during the entire preg- 
naney. The pregnant woman should not wear her dress corset beyond 
the fourteenth week in average cases. Tlowever, she should wear 
a suitable maternity corset, or, maternity abdominal supporter, fitted 
by a competent corsetierre under the attending physician’s super- 
vision in order that he may be assured that the garment is serving 
the intended purpose of supporting the lower half of the abdomen. 
Patients who are tall, or of slender proportions ean often postpone 
the fitting of this support until their fifth month without exposing 
the reeti and oblique muscles to undue strain. Short stout figures 
require the support earlier in their third or fourth month of gestation. 
The maternity corset, or abdominal supporter, is adjusted thereafter 
hy the same corsetierre every two or three weeks. as the abdomen en- 
lurges, until the period of lightening. 

And what are the results? The complete relief from backache, the 
discomfort of distention, groin pains, persistent frequency of urina- 
tion and fatigue on slight exertion, commends the corset or supporter 
to every patient who wears it. Most all patients are thereby enabled 


| 
| 
| 
| 


ete 


MCPHEETERS: PREVENTION OF STRIAE GRAVIDARUM 181 


to be active on their feet and continue needed physical exercise until 
aetual lightening. 

But the most important results of adequate abdominal support dur- 
ing pregnancy are yet to be mentioned. We find no diastasis of recti 
muscles with the accompanying enlargement of the umbilical space. 
There is no undue overstretching of the entire abdominal wall, which 
weakens its muscles for their part in parturition. There are none, or 
a minimum, of striw. The abdominal wall returns to its former shape 
and tone quite rapidly after delivery; and finally, and most important, 
fewer patients are left with visceroptosis. Pregnant women appreciate 
proper abdominal support more than any other feature of prenatal 
care, especially, those women who have passed through a previous preg- 


Fig. 3. Fig. 4. 


naney without it. Figure 3 shows a side view of the abdominal sup- 
porter most often used by the author. It is an inexpensive stock 
garment. Maternity corsets and maternity abdominal supporters may 
be made to order in unusual cases. 

To preserve the contour nature intended for the breasts is more 
difficult than to preserve the abdominal walls intact. In the first 
place, the natural contour of the virgin breasts has often been de- 
stroyed by the modern dress brassiere, which flattens and constricts 
the breasts to conform to fashion’s demands for an esthetic bust. 
Such breasts are often pendulous and exhibit flat or depressed nipples 
when first seen by the physician. Yet, that very patient frequently 
says: ‘‘Doctor, I do so want to nurse my baby!”’ 

In all cases the patient is directed to lay aside her dress brassiere 
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when she first visits the office, to begin active daily massage of the 
breasts with the finger tips or eleetrie vibrator, or both, and to 
draw out the nipples so they may become serviceable. A convenient 
time to do this is in the bath, at which time the patient may apply 
a cold, wet towel as a compress over each breast for a few minutes 
after such massage. This is useful in reviving the skin tone of flabby, 
pendulous breasts and in promoting the circulation in the gland tissue 
tong abused by tightly constricting brassieres. Breasts which are 
particularly flabby and lifeless are subjects for alternating hot and 
cold wet compresses in the bath for five minutes each after the usual 
massage. 

The physician, or attendant, should instruct the patient and demon- 
strate to her how to massage her breasts in order that she may do so 
without injury. She should be taught to roll the breast glands like 
a lump of dough between the thumb and curved finger tips, grasp- 
ing the breast tissue about two inches distant from the nipple. This 
is done for two or three minutes with one or both hands and the mas- 
sage is completed by gently kneading the entire breast with the open 
hand in the manner of kneading bread. Some patients exhibit such 
undeveloped breasts that they are advised to submit to massage and 
electric vibration with the use of hot and cold compresses for weeks 
in the physician’s office. 

In all cases where there are normal breasts, or pendulous, heavy 
breasts, a specially designed maternity brassiere is put on as soon 
as possible after the first examination. This is made to the patient’s 
measurement by a corsetierre who has been trained to appreciate the 
requirements of a maternity brassiere. The features of this garment 
are that it is inexpensive and washable, that it closes in front with 
hooks and eyelets, that it has an elastic band about two inches wide 
below each breast and a large box plait running vertically from the 
elastic band to the shoulder strap over the nipple region to give full- 
ness for the breast and prevent compression of the nipples. 

The breasts are supported by this garment as in a basket without 
constriction, or compression. The shoulder strap fastens in front with 
button and button hole above the breasts. <A series of three button holes 
close to the end of the shoulder straps allow for adjustment as the breasts 
enlarge near term (Fig. 4). This brassiere is worn all during preg- 
naney and the entire lactation period. Women whose breasts develop 
rapidly during late pregnancy may require a second measurement and 
a larger brassiere fitted. 

Pregnant women as a rule give no attention, whatever, to the breasts 
unless instructed what to do, fearing to do something harmful, or fool- 
ishly believing that the breasts need no care in pregnaney. The results 
obtained from intelligent, faithful care of the breasts abundantly 
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repay both patient and physician. Breast feeding has resulted in 
over 95 per cent of cases, has been prolonged beyond the average 
time usually quoted and during and after the lactation period a nat- 
ural, symmetrical bust has remained in the majority of cases, instead 
of the flabby, pendulous breast, which never had support in time of 
need. 
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A METHOD OF DISPOSING OF THE SPILL IN CESAREAN 
SECTION 
By Epwarp L. M.D., F.A.C.S., Catcago, 


IIE disposition of the spill in cesarean section has always been a 

severe problem, especially in preventing infection. The members 
of the Chicago Lying-in Hospital Staff have developed the following 
technie: 

The same general principles apply whether classie or low cervical 
cesarean section is done. Referring to the accompanying illustration 
(ig. 1), it will be noted a vacuum pump is used, which is attached 
to a five liter bottle by means of a rubber hose. Between the bottle 
and pump is placed a sterile trap filled with sterile cotton. This 
prevents any contamination from infeeted material in case the pump 
should accidentally change its action. The cork in the five liter bottle 
is made of rubber and has two openings in it, one for the trap and one 
for the glass connecting tube. To the end of this last connecting 
tube is attached four feet of thick rubber tubing, % inch in diameter. 
The tube will not collapse when the pump is working. At the end of 
this tube is shown a tongue depressor syphon tube which is used in 
‘sucking the mueus and liquor amnii from the baby’s throat. The 
trap, cork, rubber tube, and tongue depressor are all boiled with the 
instruments. The bottle is filled with 10 per cent lysol solution and 
stored between operations. 

As soon as the abdomen is opened, we place a sponge, 24 inches long 
and about 6 inches wide, covered with dental rubber, inside the abdo- 
men between the uterus and the abdominal wall. This helps to econ- 
trol the spread of the spill. When the uterus is eut the rubber hose 
without the tongue depressor syphon tube is placed in the wound 
and the blood is sucked into the bottle. This leaves a clear field for 
operating. As soon as the membranes are ruptured the liquor is 
sucked up. It is surprising how rapidly the suction tube will clear 
the field. If one is doing a Krénig cesarean section, the spread of 
the spill is limited to a small area. As soon as the child’s mouth appears 
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in the low cesarean section and as soon as the child is born in the 
classic cesarean section, the tongue depressor syphon tube is placed in 
its mouth. 

Since instituting this method we have eliminated the sloppy looking 
field, the blood stained gowns and many of the postoperative sequela 
die to the irritated peritoneum. We also feel that in frankly infeeted 
low cesarean section we have eliminated much of the chance of 
gcueral peritonitis. Another advantage is that the total quantity 


4. 


Fig. 1.—Vacuum pump outfit used at the Chicago Lying-in Hospital, for disposing of the 
‘spill” in cesarean operations. (A) Tongue depressor syphon tube. (B) Rubber connecting 
tube. (C) Five liter bottle. (D) Glass connecting tube on left, metal trap on right, in the 
two-hole rubber cork. (E) Nonsterile rubber connecting tube from pump to trap. 


of the fluid removed can be measured. A graduated adhesion strip 
on the bottle enables the operator at a glance to tell how much fluid 
has been removed. We find that in the usual case with unruptured 
membranes, including liquor and blood, the average is close to 2,000 c.e. 

The tongue depressor syphon tube is a special design made by 
Sharp & Smith. 
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THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF APRIL 11, 1921* 
Tue Presipent, Dr. H. Pomeroy, IN THE CHAIR 


Dr. GoLpBeERGER presented a report of a case of Ruptured Corpus 
Luteum Cyst Simulating Ruptured Ectopic Pregnancy.; 


Bleeding from a ruptured corpus luteum eyst can produce all the signs and 
symptoms of a ruptured ectopic pregnancy and may even be fatal. 

The diagnosis in these eases is often impossible before and even after operation 
unless the specimen is very carefully studied histologically. The writer erred in 
his diagnosis of the case to be reported, both before and after operation, because 
the symptoms, signs, and gross pathology closely simulated a ruptured ectopic 
pregnancy. In fact this specimen was demonstrated as a ruptured ovarian preg- 
naney before a thorough histological study was made, but with the reservation that 
no chorionie villi had been found and that the histological study of the specimen 
was not complete. This only emphasizes again how careful one must be before mak- 
ing a positive diagnosis of ovarian pregnancy. Decidual-like reactions in the ovarian 
stroma or blood clot without chorionic villi need not necessarily mean an ovarian 
pregnancy—as on earefui study of these cells it will be found that they are corpus 
luteum cells. Undoubtedly there are cases of ovarian pregnaney reported that on 
close analysis would prove to be ruptured corpus luteum cysts. The above differ- 
ential point is especially significant in unmarried women—and should influence the 
surgeon to withheld his diagnosis until the specimen is studied histologically, un- 
less a definite embryo can be demonstrated. 


The ease to be reported is that of a married woman, twenty-nine years old, 
Russian, family history negative. She had measles at the age of six, malaria at 
seventeen, attacks of pain in the right lower abdomen for the last ten months, not 
associated with nausea, vomiting or temperature. Menstruation began at fifteen, 
regular every twenty-eight days, for three days moderate amount. No pre- ¢co- or 
post-menstrual pain, last period four weeks ago. She was married ten years, had 
two living normal born children, nine and six years old, normal puerperia. Two 
induced abortions by a midwife 5 and 3 years ago, normal’ convalescence. 

Present IlIness: Menstrual period 4 days overdue, began by spotting on April 
1, 1922, followed by a very severe attack of pain in the right lower abdomen. This 
pain awoke patient from her sleep, causing her to feel weak, but was not associated 
with nausea, vomiting or temperature. A physician was called who made the diag- 
nosis of acute appendicitis with abscess and referred her to the hospital. I first 
saw her on April 2nd at 7 A. M. complaining of pain in the right lower abdomen, 
pain in both shoulders, and feeling weak and thirsty. 

Physical Examination: Patient looked acutely ill. Her face was blanched, res- 
pirations were increased and the pulse was 96. The temperature was normal. The 
heart and lungs were normal. The abdomen was distended and felt doughy. There 
was slight rigidity in the right lower quadrant and tenderness on pressure, with 


*Program contributed by the members of the attending staff of the Mt. Sinai Hospital. 
tFrom the Pathological Laboratery, Mount Sinai Hospital. 
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definite rebound tenderness. The cervix was slightly lacerated on the right side, 
closed and hard. The uterus was slightly enlarged, anterior and firm. There was 
exquisite pain on movement of cervix or uterus. The right culdesae was bulging and 
tender. Blood Count: Hemoglobin 85 per cent, white cells 14,200, polynuclears 
84 per cent, lymphocytes 16 per cent. 

Diagnosis: Ruptured ectopic pregnancy on the right side. 

Operation: On April 2nd, laparotomy through a media hypogastrie incision. 
On opening the peritoneum the abdominal cavity was found to be filled with free 
blood and clots, the source of which was a tear in the right ovary. The right 
tube, ovary and the clot projecting through its rent was delivered and removed in 


the usual fashion. The abdomen was closed in layers. The patient’s condition at 
end of operation was good. The postoperative course was uneventful. The wound 
healed by primary union. 

Pathologie description: The specimen consisted of a tube, ovary and a blood 
clot which came from the rent in the ovary (Fig. 1). The tube macroscopically 
was apparently normal and patent throughout, measuring about 10 em, by 1% em. 
Histologically, it shows normal tubal mucosa. The ovary measures about 5 x 4 em. 
and in its upper outer surface there is a rent which when the blood clot was re- 
moved, measured about 2% x 2 em. The cavity was lined by a thin corrugated vas- 
cular membrane. On microscopic section it showed ovarian stroma lined by corpus 
luteum cells. 


| 
| | 
| 
| 
| 
\ | 
Fig. 1. 


NEW YORK OBSTETRICAL SOCIETY 187 


The blood clot measured 3x5 em. and in its center there was a small, well-de- 
fined clot measuring 114 x2 em. covered by what seemed to be a fetal membrane, 
but on section was organized clot surrounded by a definite layer of corpus luteum 
cells. No chorionic villi were found. 

Reeapitulating: This ease presents the clinical picture of an ectopic pregnancy, 
which on careful histological study proved to be a ruptured corpus luteum eyst. 

DISCUSSION 

DR. W. M. FORD.—It is my intention to present to this Society at some future 
time a case which came under my observation similar to the one which has just 
been reported. In my patient the rupture and the onset of the pain developed 
about four days before the patient’s next period was due; in other words, she was 
not overdue at all. She had pain on the right side and a tentative diagnosis of 
appendicitis was made. She was not examined vaginally by the surgeons but was 
turned over to me under an anesthetic in the operating room. On opening the 
abdomen, the pelvis was found to be flooded with free blood. The tube on each 
side appeared normal, not even congested. The ovary contained a blood clot as 
large as a walnut. I assumed I was dealing with a hemorrhage from a graafian 
follicle; (two or three such cases have come under my observation in the last year 
or two). Unfortunately I stripped this particular mass of clot out of a cavity in 
the ovary after removing the ovary and left the tube in the pelvis. Dr, Alexander 
Fraser, the pathologist surprised me very much when he reported to me _ several 
days later that there were chorionic villi in the blood clot which I had shelled out 
of the ovary. I repeat that the tube was absolutely intact and was left in the 
pelvis and that I detached the clot from the cavity in the ovary which it occupied 
so that I shall be unable to exhibit the specimen intact. You will have to take my 
word that chorionic villi were found in the blood clot in the ovary and that it was 
unquestionably a case of ovarian pregnancy. 


DR. I. C. RUBIN.—About twelve years ago I saw a ease of ovarian pregnancy, 
the clinical details of which I won’t trouble you with, but what I was interested 
in at the time was to establish genuine proof of a true ovarian pregnancy. This 
specimen undoubtedly presents another addition to the collection thus far made. 
I should say there probably would be about 40 or more cases including those 
reported before 1911. At the time I presented my case, there was a collection 
of some 21 genuine eases. In the case I had there were undoubted chorionic 
villi in the blood clot, and there was a distinct ovarian capsule. I mean there 
was such intimacy between the blood clot and the ovary that there was no ques- 
tion about it. The tube was sectioned throughout so as to exclude a very small 
tubal pregnancy. Spiegelberg, who described the condition many years ago, made 
that a very important matter, because hemorrhagic corpora lutea are very common. 
Changes in the epithelial lining of the corpus luteum are very common, and they 
may resemble trophoblastic cells. In this case I don’t doubt that the trophoblast 
cells are probably genuine, therefore proving their embryonic character. Further 
sections, as Dr. Goldberger says, will be made. Unless you find a fetus or a small 
embryo, in the ovary, with chorionie villi, you cannot say it is a primary ovarian 
pregnancy, until you have exeluded any fetal elements in the canal or lumen of the 
tube on the same side or the other. 


Dr. M. A. GoLpBERGER presented A Brief Review of the Physiological 
and Embryological Genesis of Pseudohermaphroditism, with Report 
of a Case. (For original article see page 150.) 
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DR. JOSEPH BRETTAUER.—While I am aware of the possibility of the 
presence of a rudimentary uterus and of ovaries, in spite of the negative findings 
under anesthesia, I feel reasonably certain that in this case the uterus was absent, 
as was also anything which could be taken for a right ovary. 

We had permission to remove the penis-like organ, to which the excessive mas- 
turbation was due, but had not asked consent to remove the small mass which was 
distinctly prominent in the right labium majus. The fact that we cannot demon- 
strate a microscopic section of this mass, leaves the case somewhat in doubt. 

The result of the operation was very satisfactory; the general condition im- 
proved, although the patient had severe epileptiform scizures. 


DR. H. N. VINEBERG.—I would very much question the wisdom of permitting 
the statement to go out from this Socicty that because an ovary cannot be found 
by bimanual examination that such is really the case, as we cannot positively ex- 
clude the presence of an ovary by bimanual examination, even under an anesthetic. 
There is a famous case on record where either Dr. Thomas or Dr. Emmett opened 
the abdomen and searched for the ovary and didn’t find it. It was a case where 
there was presumably an absence of the ovaries. That patient died of peritonitis 
subsequently and the ovaries were found at postmortem. There are several such 
cases on record that I happen to be familiar with. 


DR. JOSEPH BRETTAUER.—Where were her ovaries? 


DR, H. N. VINEBERG.—One was pretty nearly underneath the liver, the other 
behind the left kidney. 

I happen to have had a ease myself in which a woman had no uterus and 
where she had menstrual molimena and it was necessary to remove the ovaries. 
The one on the right side I found pretty readily, but the left one I searched for 
for about fifteen or twenty minutes and was almost ready to give up the search 
when it was found nearly underneath the kidney. So I think we cannot allow the 
statement to go unchallenged that because an ovary cannot be found by bimanual 
examination that it does not exist. 


DR. S. H. GEIST.—I believe that not enough emphasis has been laid by the 
members of the Society on a very important poimt which Dr, Goldberger mentioned, 
namely the occurrence of free martin ovaries. That is something that has just 
recently been worked out in the Hull Laboratory in Chicago. I think it has a great 
bearing on the question of the development of so-called hermaphrodites. While it 
is a question in 50 per cent of the cases as to the type of sex organ we are deal- 
ing with, this difficulty is undoubtedly due to the fact that in hemaphrodites we 
may be dealing with the transition stages as seen in free martin ovaries which makes 
the diagnosis of the gland type difficult. These glands are not active, they do not 
produce ova or spermatozoa. 

I believe the cause of the atypical function of these glands may have much to 
do with the external genital development of the hermaphrodite and it is along this 
line that work will have to be done to clear up the etiology of this obscure con- 
dition. 

Hermaphroditism is no longer a question of the description of external or in- 
ternal genital appearance; it has reached the stage where progress can be made 
to determine its cause. 

I believe Dr. Goldberger’s point in regard to the resemblance of the free martin 


twin in animals to the hermaphrodite in the human is the first step in this diree- 
tion. 
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Dr. 8S. H. Geist anp Dr. J. S. SomperGa (by invitation) presented a 
paper on Preoperative Digitalization; a Method to Reduce Post- 
Operative Complications. (For original article see page 135.) 


DISCUSSION 


DR. J. 8. SOMBERG.—TI think that this paper ought to bring out one point of 
value if nothing more. In the past we have been more or less accustomed to 
locking the stable after the horse is stolen, so to speak. In other words we 
have been accustomed to stimulating our patients postoperatively. If we ean 
digitalize these patients preoperatively and stimulate their hearts so as to maintain 
their blood pressure, we are going to prevent subsequent trouble. 


DR. J. O. POLAK.—The paper brings out something Dr. Crile said to me a 
tew days ago, when he remarked, ‘‘I have learned one thing in surgery, and 
that is to do everything for the patient that you ought to do before she needs 
it’’, and that is the point that this paper seems to emphasize. 

The series of cases which I followed out some years ago showed conclusively 
that even where the preoperative pulse-pressure—and we take the pulse pres- 
sure as the index of the cardiac strength of the patient, excluding of course the 
cases in which there is hypertension with a very marked discrepaney between 
the diastolic and systolic pressures—where the pulse pressure was maintained 
througout the operation and during the recovery from the anesthesia, there was 
a definite drop in the systolic pressure, and as the doetor has shown in his series 
which corresponded identically with ours—a 14 millimeter postoperative drop! 


DR. HAROLD BAILEY.—I wish to speak of one thing. These gentlemen in 
starting this work used the standard tincture of digitalis, but in the latter part 
they used a proprietary preparation, the exact constituents and strength of which 
they were probably unfamiliar with. I believe that it is a very much sounder 
proposition to retain the first principle of digitalizing these patients with a 
known standard preparation than to use a preparation that is put on the market 
under a trade name. 


DR. F. R. OASTLER.—May I ask fer a point of information namely, whether 
in these control cases that were not digitalized, the results were not rather un- 
usual for postoperative cases? It does not seem that I get six pneumonias follow- 
ing 42 postoperative cases. In fact, pneumonia is comparatively rare on my serv- 
ice, 

Another thing I would like to ask is whether in digitalizing these eases Dr. 
Geist would digitalize every patient irrespective of what the condition might 
be. He has told us that in digitalizing a normal heart there is practically 
no effect. The question is: Are we going to digitalize our patients irrespective 
of the pathologie condition of the patient before operation? Further, it seems 
to me, offhand, as though a patient who is filled up with digitalis prior to opera- 
tion is pretty apt to have an inercase in the amount of vomiting following 
operation. 

DR. GEIST (eclosing).—As far as the use of ‘‘digitan’’ is concerned it is 
also a standardized preparation, 145 grains of digitan being equivalent to 15 m. 
of the standardized tincture. To determine whether the case is digitalized, all 
the evidence afforded by the electroeardiographie tracings, the pulse and the 
blood pressure, gives us the desired information. We have learned from these 
indications, that the amount of digitalis suggested, is sufficient to obtain the 
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effect on the normal heart. The use of the digitalis preparation in cases with 
normal hearts or diseased hearts, is of decided benefit as it results in a main- 
tenance of the blood pressure after operation, though the pressure and pulse rate 
before operation in a case with a normal heart is not influenced. As to advisa- 
bility of giving all patients digitalis before operation, there is undoubtedly 
still some hesitance felt due to our old teaching of the method of administering 
digitalis. The method then was to give digitalis until the patient shows signs 
of early poisoning. We do not attempt to give that amount, we stop when we 
get the digitalization effect as shown by the ecardiographie tracings. We suspect 
that in one or two cases there may have been an idiosynerasy to digitalis just as 
there is to other drugs in a few people. This may result in digitalis vomiting 
but it is so rare and so unimportant in view of the benefits derived from the 
preoperative preparation that it should not be accorded serious consideration. 

As to the complications developing in undigitalized cases we may have been 
fortunate or unfortunate in our statistics, but those are the facts. 

DR. F. R. OASTLER.—I would like to repeat the question I asked the doctor 
before, namely, as to whether or not he digitalizes all patients, irrespective of 
whether their condition is normal or pathological. For instance, if a patient 
has a blood pressure of 240/180, is that a ease to digitalize prior to operation? 
What are the indications for digitalis? Do you do it in all eases or only in 
certain classes of cases? 

DR. GEIST.—In all cases irrespective of what the condition is. 


(To be continued in September) 


THE NEW YORK OBSTETRICAL SOCIETY 
JOINT MEETING HELD MARCH 14, 1922, WITH THE 
OBSTETRICAL SOCIETY OF PHILADELPHIA 


Reports on the special clinies held during the day by the Fellows 
of the New York Obstetrical Society were made by the members of the 
visiting Society after which the following papers were presented: 


1. Some Moot Points in the Diagnosis of the Causes and in the 
Treatment of Sterility by Dr. Barron Cooke Hirst of Philadelphia. 
(For original paper see page 160.) 


2. Unsuspected Male Sterility by Dr. W. H. Mackinney of Phila- 


delphia (by invitation). (For original paper see page 165.) 


DISCUSSION 

DR. WILLIAM H. CARY.—It is an evidence of progress to have the question 
of male sterility taken up at the time that the pathologic conditions in the 
female are also under consideration. I have often stated that at least 50 per 
cent of sterility can be charged to the male, and that no extensive treatment or 
operation should be carried out on the female until the secretion of the male has 
proved to be wholly fertile. 

In reférence to the genital sense, Graves, speaking before the American Gyne- 
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cological Society, about the peristalsis of the uterus stated that this was a ques- 
tion that had not been sufficiently studied or proved. As to the value of the 
genital response in the female, I think there are two things to consider. The 
first is the excessive secretion of mucus that takes place with normal sexual 
response, It has been generally taught that this was simply a lubricant, but I 
am sure it is more than a lubricant; it is a strong alkali, which counteracts the 
normal acidity of the vagina, and is a preparation for the reception of the male 
fluid. Furthermore, in a normal sexual response I think that I have proved that 
there is a peristaltie action on the part of the uterus, and that the male deposit 
is drawn in the cervix. For that reason I believe we ean explain the fact that 
the douche is so notoriously unsafe in the prevention of pregnancy. 

Another matter is the question of under development in the female, which exists 
much more frequently than we realize. I believe there is a great deal of useful 
work that can be done in this country in the study of the influence of environ- 
ment, home conditions, the way our girls are brought up, their health, their 
clothing and general hygiene from the tenth to the fourteenth year. Thousands 
of girls could also be studied at the time of their entrance into our big univer- 
sities and careful data be kept as to the influence of athletics and some of the 
radical activities that are now being condoned in some of our female schools, 
such as diving, cold water bathing and all the ordinary activities of the female, 
continued throughout the menstrual period. What effect excessive athletics and 
such hygiene are going to have upon the menstrual period and the development 
of the female genitalia is, I think, a great big subject which is worthy of con- 
siderable study and investigation, and I believe that some society in this country 
could carry out that study to great advantage. 

Relative to the question of obesity as to the cause of sterility, I must say 
that my experiences with it have been very discouraging indeed. I believe 
if one could succeed in bringing a woman who weighs 225 pounds down to 
around 165 pounds that it might be possible to accomplish something, but I have 
been frankly not very successful in bringing about such reductions. 

I also wish to say that my experience with glandular therapy, so ‘called, has 
been very disappointing. I would like to know if Dr. Hirst uses glandular therapy 
in the treatment of his obesity cases. 

Dr. Mackinney brought up the question of frequent intercourse as the cause 
of sterility. I have had recently three successful results in cases of sterility 
in which I did nothing but correet such hygienie errors. These couples had been 
married, curious enough, all between twelve and fourteen months, all of them 
had been most indiscreet in this respect and the simple correction of this one 
matter brought about the desired result. I brings about sterility in two ways, 
first, by lessening the fertility of the male fluid, and, secondly, by bringing about 
a chronie endocervicitis in the female, 

In reference to artificial insemination, I have practically given it up for 
the reason stated by Dr. Hirst, and because I really can see no indication for it, 
except in injecting the semen beyond the pathologie or chemical condition in 
the cervix that is destructive of the semen. Most of these conditions can be 
cleared up and taken care of much easier and with much less distasteful pro- 
cedures than that of artificial insemination. 

DR. I. C. RUBIN.—The one point that I wish to dwell upon is the safety 
of the transuterine insufflation test for the determination of tubal patency. Dr. 
Hirst mentioned the fact that in Philadelphia there were two reports of fatalities 
from the transperitoneal method. Naturally, I was in fear and trepidation be- 
eause I thought -there might be a fatality via the uterus. However, in 448 
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eases, With some 512 examinations (that is, in those eases where patency was 
not established at the first instanee, where the insufflation was done again some 
three or four times in order to check up the point of occlusion of the tubes) 
in my hands and in those of the men associated with the gynecological elinie at 
Mount Sinai Hospital, there has not been a single fatality, and there has been 
no alarming reaction in the sense of a peritoneal calamity, nor was there fever, 
neither did the patient have to be confined to bed because of local peritoneal 
irritation. That would seem to establish fairly well its safety. Naturally, one 
has to select his eases. In the very beginning Dr. Polak pointed out that it 
was theoretically dangerous, and it certainly is dangerous in a certain class of 
eases. There are cases that have tender pelvic inflammatory masses, associated with 
a certain amount of febrile reaction, or with a frank purulent discharge trom the 
uterus, a bartholinitis or a vaginitis. In these cases you are apt to get into trouble 
with the simple passage of a uterine sound, and you get into trouble if you 
examine your patient without gentleness. Those cases are to be absolutely ex- 
cluded from the use of this test. Even in ehronie inflammatory eases where 
women walk about with or without slight pain and with so-called thickening 
of the tubes, but without associated fever, this test done under the prescribed 
rules haus no bad sequelae. 

What is the type of case in which this test is really of some use? It is 
usetul in a number of instances, particularly in the ease of the woman who had 
been married five or more years, in which the male has proven to be potent and 
where nothing or very little of pathological consequence is palpable on exam 
ination. The tubes are not necessarily distended. There are strictures or adhe- 
sions about the tubes from one end to the other which are not palpable. In those 
cases we are sometimes surprised to find as a result of the insufflation test that 
the tubes are closed. There are other conditions in which this test has a scope; 
for example, in the cases in which one tube has been removed for inflammatory 
disease and after vears of further sterile marriage the patient wishes to know 
why she is sterile. There are eases with no gonorrheal infection or pelvie abscess 
and where a search for the gonococeus is entirely negative, in which, however, ther 
is a history of appendicitis with drainage in girls before marriage, and in cases of 
that kind sterility may be ascribed to tubes sealed by nonvenereal pelvic infections 
arising from the appendix and ovary. Then where double ligation had been done for 
the purpose of sterilizing the patient because of tuberculosis or some other condition 
and it is desirable to know whether the operation is successful. Two eases of that 
kind came under my observation. In one case the tubes were found to he patent and 
in the other, operated about the same time, the tubes were nonpatent, so it is worth 
while knowing from the standpoint of prognosis, whether ligation of the tubes re- 
sults in permanent sterilization. In cases where a plastic conservative operation 
was done, such as salpingostomy, and we wish to know whether the tubes have 
remained open. In those cases it is well to use this test, not only for diagnostic 
purposes, but also as a preventive, to keep the tubes open by preventing the 
sealing over of the lumen, 


DR. DICKINSON.—How soon aiter the operations? 


DR. RUBIN.—Ten days. The test is chiefly one of diagnosis and perhaps 
of prognosis. It is very important to be able to tell the patient that she cannot 
have babies for the reason that she has a definite cause for the sterility. 

The matter of therapy, however, is a more difficult one, and I have never per 
sonally made any claims for a therapeutie action in this insufflation method. 
It is possible that in some eases, particularly where there has been a slight 
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stricture, that one or two or three insufflations may stretch the stricture suf- 
ficiently to establish enough of a patency ot the lumen of the tube to make 
pregnancy possible. To what extent that is going to occur I don’t know. I 
liaven’t looked up my statistics on that point, but it is my impression that an 
occasional pregnancy can perhaps be definitely traced to the employment of 
this method, 


DR. F. A. DORMAN.—Dr. Hirst has given us some interesting statisties, par- 
ticularly on dilatation and curettage and is to be congratulated on the very large 
series of successes which he has had. I do not feel, however, that we can go 
all the way with him in rejection of the occasional use of a stem pessary in 
properly seleeted cases. I believe that I have seen more than once a uterus with 
poor development brought up to normal capacity. Of course it must be admitted 
that the stem pessary is very unwisely employed unless one can ruie out the pos- 
sibility of inflammation iurther up. 

[ believe that Dr. Rubin’s transuterine insufflation is of very distinet value. 
It has given me much help and encouragement in a diagnostic way, and I think 
if Dr. Ward reports some of our cases, he can add some actual cases of con- 
ception that have followed the use of this method. 

Sterility, of course, affords a perfectly straightforward indication. Besides un- 
developed uterus, perhaps our commonest (and this is sometimes disputed) oper- 
ation is for the correction of retroversion. A support with a pessary may serve 
the purpose, but better and more certain in cases of sterility is the surgical 
operation. We also get suecesses if we discover and treat cervical irritations, 
Which are undoubtedly a very important factor. 

I am constantly amazed by the failure to recognize the male factor in ste- 
vility. It has been my experience that patient after patient will present a his- 
tory of previous operative intervention without a satisfactory and adequate study 
of the male having been made. I reeall a case in which the woman had been 
curetted and had a stem pessary inserted by a very prominent gynecologist. She 
seemed perfectly normal. I requested the husband to come in to see me. Before 
{ could say anything to him on the subject he said, ‘‘Doctor, there is something 
[ wanted to tell you. I think possibly I am at fault,’’ and then he proceeded 
to tell the story of double gonorrheal epididymitis in the past, and he was still 
sterile, 

Dr. Cary thinks we should never use insemination. I think perhaps insem- 
ination of the uterus we should not employ. But I had a case in my practice 
which illustrates the value of rather frequent vaginal insemination. <A study of 
the husband brought out the fact that he was impotent psychically. He hadn’t 
the ability to have intercourse and never had, although married a number of 
years. The woman was anxious to have children. I tried insemination of the 
uterus and nothing happened. In view of the fact that both the man and 
woman were anxious to have children, it occurred to me to try occasional in- 
jections of the vagina with the seminal fluid. The woman was instructed in 
the use of a syringe so she could manage it herself. She tried it and she has 
had two children, although she still tells me that her husband has never been able 
to have intercourse with her. In those very rare cases of psychie impotency, 
there is still a ehance for that particular type of procedure. 

I was interested in what Dr. Mackinney said about mumps. Very recently, 
a patient came in to see me, a perfectly normal woman, and I sent for her 
husband. He stated emphatically that he had never had any venereal disease. 
I asked him further if he had ever had any inflammation and he stated that at 
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the age of 18 he had had a double orchitis, associated with mumps. I would 
like to ask Dr. Mackinney if he feels that the orchitis and mumps would have 
an effect adversely in the production of the spermatozoa, even if there existed 
no atrophy of the testicle. 


DR. G. G. WARD, JR.—We have had an extended experience at the Woman’s 
Hospital with Dr. Rubin’s technic. I believe we now have a record of some 275 
cases in which we have employed this technie as laid down by him, and I ean 
corroborate what Dr. Rubin says, namely, that in that series of cases we have 
had no fatality, ard neither have we had any morbidity as shown by an in- 
flammatory reaction or disturbance that could in any way make us feel that 
damage had been done by the use of this method. 

I can also say that we have had 3 eases which apparently have become preg- 
nant as a result of insufflation of the tubes. Therefore, I can endorse what Dr. 
Rubin has said so far as our experience goes, and our 275 cases added to his 450 
cases make a very respectable number to prove that the method has not a very 
great amount of risk, provided the conditions which he has laid down are fol- 
lowed. 

We have also found that it is important not to make the insufflation anywhere 
too near the menstrual period either immediately before or possibly afterwards, 
for the reason that I helieve the congestion incident to that process will cause 
an occlusion of the tubes and, therefore, result in a false test. 


I wish to speak of a ease in which I think the value of Dr. Rubin’s test was 
very pronounced. She was a well-developed woman, who had been married 
five or six years, never pregnant, with no evidence of any obstruction that we 
could) make out in the pelvic organs. The husband 
found to be perfectly competent. 
ings. 


was first examined and 
3imanual examination showed negative find- 
She seemed to have a normally developed uterus, with a patent 


anal, 
and I could not feel anything wrong with the tubes. 


I suggested that it would 
be wise to have an insufflation test made, which she agreed to. We made four 
tests on this woman, and each time the mereury column rose to 200 millimeters 
with no drop (that is the line of safety that we have adopted) and we felt 
there was no question but that the tubes were occluded. The patient and her 
husband were told this and they wanted to know what we were going to do 
under the circumstances. I informed them there wasn’t anything that I could 
do, unless they would permit the abdomen to be opened, when perhaps we might 
be able to open the tubes and that thereby her chances of becoming pregnant 
would be very much better than they were at that time. They consented. Two 
days afterwards I did a laparotomy on the patient. I found the uterus normal, 
as we supposed and the tubes also were perfectly normal except that at the insertion 
of the tubes into the uterine cornua, there were two nodules, one on either side, a 
nodular fibrosis of the tubes which caused complete occlusion. I decided to attempt 
a plastic procedure, and split the uterus from horn to horn, right into the cavity. It 
resected each one of those nodules and then took two filiform bougies of fine calibre, 
as used by the genitourinary surgeons in dilating strictures, and passed them 
through the outer ends of the tubes and down into the uterine cavity to the vagina, 
leaving the ends outside of the fimbriated extremities of the tubes. I then im- 
planted each tube into the cavity of the uterus fastening them with a suture. The 
uterine incision was then closed and finished by the Gellhorn technic, utilizing 
the peritoneal reflexion of the bladder to cover the vault of the vagina so as to 
make it secure. The patient made an absolutely normal recovery. At the end of 
the seventh day I put my finger in the vagina, found the two ends of the filiform 


bougies and bulled the bougies out. That was one month or five weeks ago. She 
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was in the office the other day and was perfectly well. Of course, the next thing 
is to have her come back to the hospital to see if she is patent. I think we will 
do that in a week or ten days, I feel that the uterus is already healed. If we 
find the tubes are patent, we will feel that she is in a better condition to become 
pregnant than she was before. 


In response to a question about the cases in the service of the 
Woman’s Hospital, which became pregnant after insufflation, Dr. 
ALpRICH reported as follows: 


In these three eases I do not believe that we can attribute the fact that they 
became pregnant entirely to the Rubin test. There was one case in particular 
which I would like to report, in which it did seem that possibly insufflation of 
the uterus and tubes had something definitely to do with it. This patient was 
sterile for eight years and had had one child one year after marriage and had 
had a very difficult instrumental delivery. She had some very bad lacerations 
and there was an annular constriction of the vagina a short distance below the 
cervix. We passed gas into the uterus to a pressure of 175 and then it dropped 
to a very low level, about 45. The patient had one period after that and has 
since been delivered. Another case came in that had been sterile for five years. 
We passed gas into the uterus. It did not go to a very high level, about 135, 
and then dropped. She had no period after that, I believe. She is about to be 
delivered this week, if she has not already been delivered. The third case that 
I know of which became pregnant after this test was sterile for three years. She 
had a very severe endocervicitis. She had a Sturmdorf operation on the cervix. 
The tubes were found patent before. this operation was done and she immediately 
became pregnant after that healed up. 


DR. JOSEPH BRETTAUER.—I would like to ask Dr. Ward why insufflate this 
woman? Why not wait until you know if she becomes pregnant or not? What 
is the use of it? Is there anything to be gained from insufflation, except to 


satisfy your own curiosity? 


DR. WARD.—That would be the only reason, to see if the tubes remained 
patent. I am not sure but that they would become sealed at their uterine ends. 


DR. BRETTAUER.—I think the woman should be left to prove that by her- 
self. If after a reasonable time she did not become pregnant, then I think it 
is time to insufflate her. 

Furthermore, I would like to ask Dr. Mackinney and Dr. Hirst a question 
which is pertinent to the subject, though it does not exactly deal with the 
subject; but we are not only specialists—we are physicians as well. We know 
that husbands are at times under very great mental stress and become temporarily 
impotent and sterile. I have known of several cases of that character. Is it 
wise, from the viewpoint of a physician, not as a specialist, knowing of these 
psychical phenomena to tell the man outright, ‘‘You are sterile; you will never 
be able to have a child,’’ or to tell the woman right away at the time of the 
first visit, ‘‘You are absolutely sterile with this husband?’’ Is that a proper 
psychologic procedure to follow? I have always been guarded in the way I 
have told those unfortunate people of the conditions present, and I would like 
to ask Dr. Mackinney and Dr. Hirst to tell us what they do. 


DR. R. N. PIERSON.—I have one ease that is similar to that described by 
Dr. Ward: A twenty-five-vyear old, well developed, healthy woman married four 
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years, had had an appendix abscess drained 10 years ago. Her only complaint 
was sterility. Her pelvic examination was negative. The husband was found 
to have numerous active spermatozoa. The Rubin insufflation test was done. 
When the pressure rose to 120, the patient complained of sharp pain on the left 
side. The pressure rose to 250, without regurgitation of the gas, and was al- 
lowed to escape when that pressure was reached. The gas was introduced three 
times with precisely the same results. The cannula was then removed from 
the eervix and a considerable amount of reddish-brown fluid eseaped from the 
cervix. Whereas the tubes could not be felt before insufflation, they were easily 
made out as thickened masses after insufflation. The conelusion was reached 
that nonpatency existed and a tentative diagnosis of chronic salpingitis and pel- 
peritonitis with hydrosalpinx was made. There was no febrile reaction 
after the insufflation, and the patient was treated with rest in bed and tampons 
and douches for a month. 

After consultation with Dr. Studdiford, the patient chose to take the chance 
of improvement by operation, though it was made clear that these chances were 
not good. Vaginal examination under ether showed a evstie mass in the right 
fornix about 7x5 em. It was thought to be the right tube and ovary. A mod- 
erately thickened mass in the left fornix was thought to be the left tube. The 
uterus was forward, not freely movable. On opening the abdomen, the intes- 
tines and omentum were found adherent to the bladder rold of peritoneum on 
the right side, as far as the midline. The right tube was markedly distended, 
kinked and distorted by adhesions throughout its extent; the ovary, scarcely 
recognizable, was embedded in adhesions. The left tube was markedly dilated 
and showed a hydrosalpinx occupying its distal twothirds. The ovary con 
tained two small, simple cysts. Insufflation distended the tubes further and 
ruptured the left hydrosalpinx when the mereury reached 3800 milligrams. (It 
was not intended that the gas be allowed to reach this high pressure.) The 
right tube and ovary were removed, the distal two-thirds of the left tube was 
removed, and a plastic done on its proximal extremity. 

Insufflation on the fourteenth day after operation showed patency of the left 
tube, as evidenced by characteristic symptoms on the part of the patient, and 
by the behavior of the mereury during the insufflation. Insufflation one week 
later showed, apparently, nonpatency. 

In a series of selected cases, whose chief complaint was sterility, at the Sloane 


Hospital for Women, we have had no bad results from insufflation. 


DR. H. D. FURNISS.—I can add another case of pregnancy following in- 
sufflation. This patient had had a number of induced abortions, the last one 
six years ago, and wanted to become pregnant. I insufflated her in July. Four 
months later she became pregnant and aborted at the second month. In another 
patient who was married six years, there were during the first year or two of 
married life a number of induced abortions. I insufflated her to about 220 and 
the gas went into the abdomen. I believe she has a good chance to become 
pregnant. 

I think those women with tubal inflammations of the type which are not due 
to gonorrhea are more apt to hecome pregnant than the distinetly gonorrhcal 
type of sterility. 


DR. MACKINNEY (closing).—Dr. Dorman asked about mumps in regard to 


testicular atrophy. It is a well recognized fact the poison, whatever it may be, 


ef the mumps infection has a peculiar destructive power on the entire testicle. 


Not only does it destroy the seminiferous tubules of the testicle, but also the 
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interstitial portion of the testicle and results, as a rule, in complete atrophy of 
that organ. Why it should select the testicle I do not know. It certainly destroys 
the testicle, as a rule, almost ‘in its entirety, so that after the lapse of months 
or years the testicle remains as a small almond shaped body with practically 
no structures whatsoever. 

In regard to Dr. Brettauer’s question as to telling patients of their condition, 
I think one should exercise extreme care in telling these patients of the existing 
condition. From the gynecological standpoint it is rather easy to tell a woman 
whose husband is known to lack adequate fecundating properties that it is not 
wise to do anything upon her in the way of operation until her husband’s eon- 
dition has been corrected, so, from that standpoint, the gynecologist has a rather 
easy task. From the standpoint of the genitourinary surgeon, or the urologist, 
who is called upon to give an opinion relative to the male, one must use con 
siderable tact, particularly in cases of oligospermia, and I quite agree with the 
doctor who says that the condition and number of the spermatozoa may vary 
trom time to time under what we might eall simply natural conditions. There 
is no quesion that the activity of the testicle is influenced by a great many 
factors—matters of diet, intense mental activity, anxiety, business worries, mental 
stress, climatic conditions and things of that kind will influence the testicular 
activity, and by correcting those factors one may bring about an increase in 
the number of the spermatozoa. The doctor will reeall in my paper I stated 
that one cannot consider cases of oligospermia as sterile; they should be in- 
formed that fecundation is possible, but unlikely, and a reexamination should 
he insisted upon; and various factors in their history should be taken into con- 
sideration and an endeavor should be made to correct those habits. The semen 
should be examined at intervals after the first examination with the idea of 
finding out whether any of the factors which have been taken into considera- 
tion have increased the number of the spermatozoa. 

I have used a number of animal extracts including the testicular extracts, 
extracts of the adrenal and the anterior lobe of the pituitary, and some of the 
other so-called ductless glands, and I must confess I have yet to see any ap- 
preciable increase in the activity of the testicle following their administration 
over a period of several months. Still I don’t doubt the theory that perhaps 
these ductless glands have a great influence in sexual development and _ pos- 
sibly in spermatogenesis. 


DR. W. H. CARY.—I would like to ask Dr. Mackimney if by his remarks 
in connection with testicular complications, he wants us to understand that sem- 


inal defects follow in all these cases, or only in occasional cases. 


DR. W. H. MACKINNEY.—In answer to Dr. Cary’s question, I would say 
that there is some degree of alteration in practically every ease that I have had 
the privilege of witnessing. I do not mean to say that the testicle always suf- 
fers, but it has just happened that in the cases that I have been interested in, or 
have had the privilege of seeing, that the testicle has invariably suffered after 
a period of months and sometimes years; that is, up to two or three years. 


DR. BARTON C, HIRST.—<As to what was asked of Dr. Mackinney and 
myself, I think we should be careful not to inform a woman ruthlessly that she 
is hopelessly sterile. In these cases I lie most unblushingly. In one ease I re- 
moved both tubes and ovaries, acutely suppurative from a prostitute in Phila- 
delphia and three months later she returned pregnant. No matter what strue- 
tures I remove I can always assure the patient, remembering this experience, 
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that pregnancy is perfectly possible. There are at least three patients of mine in 
insane asylums as a result of having been told too brutally that they could 
never conceive. 

I always use the endocrine products in connection with the treatment for obesity 
and also employ electric stimulation. I was disappointed not to hear something more 
about this agent. I would strongly urge on gynecologists the value of this 
means of treating a sterility due to imperfect development. 


NEW YORK ACADEMY OF MEDICINE 
SECTION ON OBSTETRICS AND GYNECOLOGY 
STATED MEETING, MARCH 28, 1922 


Dr. WinurAmM P. HEALY IN THE CHAIR 


(Continued from page 99) 


Dr. Roya C. Van Erten read a paper entitled A Review of Seventy- 
five Consecutive Hysterectomies for Fibromyomata Uteri. (For 
original article, see page 169.) 


DISCUSSION 


DR. HOLDEN.—I think that most of us realize that preoperative care and 
eareful postoperative management are of more importance than mere facility in 
operating, as Dr. Van Etten has said. Some four or five years ago I published 
a paper urging that we turn more attention to preoperative study and care of 
our patients as essential elements in success. The sooner we come to realize that 
the operation is a minor detail, and that the study of the patient, the indications, 
and the preoperative and postoperative care, mean much more than the actual 
operation, the better will be our results. 

I can endorse what Dr. Lee said in reference of Dr. Tousey’s case. I feel 
that surgeons have very definite indication as to which cases should be operated 
upon and which ones will do well under radium treatment. I feel that any case 
that can be made a good operative risk should be operated upon inasmuch as 
results from operation are so good. 

One point that I wish to emphasize is that I tie both the infundibulo-pelvie and 
uterine arteries, but I do not make the final tie until after the tissue has been 
cut. In tying the infundibulo-pelvic I leave quite a little tissue so that the ends 
can be cauterized without producing a hematoma. 

A matter brought forward by Dr, Polak is open to diseussion. It has been 
stated that from 200 to 300 instances of carcinoma following the retaining of the 
cervix after hysterectomy have been reported. Probably if we had statisties of 
all the hysterectomies in which there had been injury to the ureters or hemor- ' 
rhage, these accidents would offset the number of carcinomas of the cervix that 
have followed hysterectomy in which the cervix was not removed. I feel that 
where the cervix is cystic, or eroded, the patient should be made a safe operative 
risk and the cervix removed, but I do not think women with nulliparous cervices 


which are in good condition should be subjected to a complete hysterectomy. 


DR. JAMES A, CORSCADEN.—-During the past six years I have treated some 
250 cases with radiotherapy. My idea of the proper treatment for fibromyomata 
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of the uterus is to have radium on one table, the instruments necessary for opera- 
tion on another, and an x-ray plant in the cellar under the control of an intelligent 
technician. You cannot treat fibromyomata of the uterus successfully without all 
of these. My ground for making this statement is based on 250 cases coming 
under my personal observation and some 20,000 cases recorded in the literature. 

I wish to emphasize the point that radium and the x-rays are not novelties. 
It is simply our misfortune that the Germans had radium, used it and published 
their results in the literature. The early literature on the subject in this country 
is not very reliable. It has been rightly said that radium is the tool of the surgeon. 
The introduction of radium is a matter of local technical skill; to use radium 
intelligently one must be familiar not only with surgical technie but also with 
the physics of radiation. 

Fibroids of the uterus are almost as common as warts and only a small propor- 
tion of the cases cause trouble. The dangers from fibroids are, as Dr. Van Etten 
has pointed out, the dangers of toxemia, of sarcomatous degeneration, and various 
accidents. Adami has recently published a study of the cases of myosarcoma 
reported in the literature and he states that few growths become malignant and 
metastasize. Myoma does not change into sarcoma and it does not predispose to 
sarcoma. When a cellular myoma is «xt on the slant one may get all sorts of 
artefacts and these have been interpreted as sarcoma. In about 600 cases of 
myomata examined by a well-known investigator there was only one case of sar- 
coma, so we need not worry about sarcoma and we may wait until the fibromyoma 
causes symptoms. 

As to the results of radiotherapy on symptoms in the 250 cases—hemorrhage 
has been controlled in all but four. One was operated upon before we had finished 
the use of radium; in that case the patient wanted the operation because she 
began to bleed again. Two bled because we had used radium in the narrow sense 
improperly in pedunculated fibroids, but those were cases unsuited to operation in 
which we had to do something because of the distressing condition of the patients. 
The other patient was operated upon. Pain has not been great in these cases 
except in dysmenorrhea. If pain oceurs at the time of the period it has always 
been stopped. Pain, however, is more often caused by the associated pathology 
than by the fibroid itself. If pain is due to pelvic lesions or to fibroids it is 
removed by operation. Inasmuch as fibromyoma may complicate so many con- 
ditions it-is necessary to rule out other conditions and to narrow oneself down to 
the local pathology. The only loczl lesions we fear are tumors of the ovary and 
infectious processes. As Dr. Van Etten has brought out, when salpingitis is asso- 
ciated with fibromyoma one has no right to use radium. And here I may say that 
the dose of radium which Dr. Tousey used in the case he reports is a little less 
than 1/4 the amount needed to produce the result sought. It was much less than 
1200 millicurie hours, the standard dose for the production of an artificial 
menopause. It must be remembered that the action of this form of energy varies 
inversely as the square of the distance and as I figure it Dr. Tousey gave some- 
thing like 1/9 the dese necessary to produce an artificial menopause. The case 
serves to bring out the point that in large myomata, radium fails and that this 
failure has been corrected by the use of x-rays. 

I would urge a spirit of precision in the use of x-rays and radium as these 
agents are very powerful and we have to be on guard against accidents. The 
point to be emphasized is that those who have fibroids have three therapeutic 
agents at their disposal, surgery, x-rays and radium. 

DR. FENTON B. TURCK.—It is more important to remember, whether it is a 
malignant growth or a non-malignant growth, that the breaking down of tissue 
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cells will cause toxemia, that the pathology is the result of tissue autolysis. The 
absorption of tissue toxins renders these patients bad .surgical risks. They are in 
a pre-shock condition due to the absorption of tissue toxins. If we give animals 
at certain intervals x-rays in small quantities, a certain degree of immunity will be 
produced and that is what is accomplished by the treatment of the patient before 
operation; the patient is immunized against shock by preoperative x-ray treat- 
ment with small doses and thus becomes a better surgical risk. This is not a 
question of mechanics, for we are getting along to where we appreciate that there 
are certain biological reasons for these procedures. By the use of tissue extract 
used as an antigen (cytost) active immunity is established. By adding to this 
treatment the specific antitoxin (anticytost) both active and passive immunity is 
established. 


DR. HEALY.—I want to emphasize what Dr. Van Etten has brought out, 
namely, that there are a certain number of cases of fibromyoma of the uterus in 
which there is carcinoma and before resorting to physical agents to clear up the 
symptoms of fibroid one should do a diagnostic curettage. It would be very un- 
wise to radiate a fibromyoma without first having the uterus investigated by a 
competent specialist in order to rule out malignancy. As Dr. Corseaden has said 
the dosage named by Dr. Tousey for radium treatment was entirely inadequate 
to meet the needs of his ease. 

I also want to emphasize what Dr. Corscaden brought out, that radium appar- 
ently can cnly be safely managed by a man who can do surgery, because the final 
question is whether to operate or to apply radium and that cannot be decided 
until it comes to the immediate carrying out of the treatment. It is not at all an 
infrequent occurrence for me to say that in my judgment a case is a borderline 
ease and it is not possible to tell until one comes to the actual treatment whether 
it is better to use radium or to perform a hysterectomy. 

There is another field for the use of radium or x-rays. Occasionally we meet 
Withea woman over the age of 35, when the child bearing period is drawing to a 
close. She has a uterus apparently normal and may suffer from dysmenorrhea and 
may not respond to the usual treatment for dysmenorrhea. Here radiation of the 
uterus, with hygienic treatment and nerve sedatives will be successful. Often 
there is mental depression preceding or coincident with the menstruation, and those 
cases can be handled very successfully by radiation, either x-ray or radium, 

I recently had a patient with pain referred to the region of the left ovary. 
In another city she had been under operation for the removal of an ovary which 
the surgeon thought was probably the source of her distress. Unfortunately the 
operation did not relieve her symptoms at all, The question was whether to termi- 
nate these extremely uncomfortable crises by hysterectomy or whether to try 
radiation. She was treated with radium applied within the uterus, her periods were 
terminated and all her distressing symptoms disappeared. That was a year and 
a half ago. I saw the patient ten days ago and she stated that she had been quite 
well sinee. 

DR. RONGY.—I should like to ask Dr. Van Etten what his experience is in 
operating on those cases having had radiotherapy before operation, either radium 
or x-ray. Last year I operated upon two patients who had had radiation, and’ I 
found the tissues so hard and so friable that every time I pierced them with a 
needle, it failed to hold. That is something we must take into consideration be- 
fore deciding in favor of radiation. We must consider whether there is a possibilty 
that the patient may have to undergo a subsequent operation. 


DR. CORSCADEN.—I have had to operate on none of my patients treated by 
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radiation. However, one was operated upon, and in this case, according to the 
description of the operation by the surgeon, the operation went along like any 
other. In other cases the tissues three, four or five weeks after radiation have 
been found very hard. There is an optimum tissue for operation following radia- 
tion, and that is from ten days to two weeks after radiation, because at that time 
the initial congestion has subsided and the tissues have not had time to become 
hardened. The dosage of x-ray or radium is an important factor in determining 
the condition of the tissues afterward. 


DR. HEALEY.—TI have operated on a patient eleven months after radiation, and 
I have operated upon a number of fibroids of the uterus after they have been 
radiated. Just a few days ago I operated on a patient who was radiated last 
November. In contracting, the tumor mass had pulled down against the bladder 
causing dysuria. In this case the operation was a simple and easy procedure, 
though there was a certain amount of edema in the tissues of the broad ligament 
and between the bladder and the uterus, but nevertheless the planes of cleavage 
were casily separated and the operation was comparatively simple. In operating 
on another fibroid which had been previously radiated a year ago, the operation, 
a hysterectomy, was easily carried out. This case was interesting from the fact 
that the bleeding had entirely cleared up and the patient was in much better con- 
dition. She was distressed however by the tumor mass and it was decided to 
remove it. This case was of further interest because there were two large tubes 
the size of a sausage on the back of the uterus like typical gonorrheal pus tubes 
and whether that was the condition that was giving the symptoms of which the 
patient was complaining I do not know. In fibroids I have not seen that radiation 
renders the cperation more difficult than it otherwise would be, but cancer is another 
proposition entirely. If a case of carinoma of the cervix is inoperable when it 
comes to the surgeon, it never becomes operable by the use of radium; radium 
makes the operation more difficult. 


DR. VAN ETTEN.—I was glad to hear Dr. Holden say he tied both the in- 
fundibulo-pelvie and uterine arteries a second time; it is advisable to follow that 
plan. It may seem strange to have given so many kinds of treatment but we did 
not wish to withhold any opportunity that promised benefit to the patient. On the 
question as to the advantages of radiotherapy and surgery, I am still somewhat 
in doubt whether several treatments with x-rays and watching may not have 
advantages; but it is a question whether the operative procedure which is over and 
done with at one time has not the advantage. With reference to the danger of 
burns from x-rays and radium, in the earlier series of cases, no doubt a number 
of patients lost their lives, that radium and x-ray might be advanced. I have seen 
burns that perhaps should not have occurred, Radiologists are acquiring a knowl- 
edge of correct dosage, and many are deserting surgery and following radio- 
therapy. I have not yet reached that stage. To my mind there are many, many 
reasons why the operative procedure is to be desired in the majority of cases 
rather than the use of radium. 
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Collective Review 


Views of Primitive Peoples Concerning Abortion 
By JoNATHAN Wricut, M.D., PLEASANTVILLE, N. Y. 


HE performance of abortion is a practice almost universal among 

the primitive tribes of the Pacific Islands and in most of them it 
is more or less legitimate, or at least often goes unpunished. In 
Fiji ‘‘midwifery is a distinct profession, exercised by women in all 
the towns, and they are said to be very skillful, performing operations 
which are among us considered as surgical. Abortion is prevalent, 
and nearly half of those conceived are supposed to be destroyed in this 
manner, usually by the command of the father, at whose instance the 
wife takes herbs which are known to produce this effect. If this does 
not succeed, the aeccoucheur is employed to strangle the child, and 
bring it forth dead.’’*' Thomson* gives a rather extended notice of 
the practice, widespread in these islands: ‘‘The methods of the Fijians 
are, as in other countries, both toxie and mechanical. Certain herbs 
are taken with the intention of preventing conception, but the belief 
in their efficacy is not general. Some midwives, however, say that, 
when taken by nursing mothers with the view of preventing a second 
conception, they result in the death of the child. Another midwife— 
one of the class to which the professional abortionists belong—assured 
us that misearriage resulted more frequently from distress of mind at 
the diseovery of pregnancy than from the drugs that were taken. The 
abortives vary with the district and the practitioner, but they are 
all the leaves, bark or root of herbs, chewed or grated, and infused 
in water, and there is no reason why some of them should not be as 
effective as the medicines employed for the purpose by civilized peo- 
ples, though the mode of preparation is naturally more erude, and the 
doses more nauseous and copious than the extracts known to modern 
pharmacy. The ‘wise women’ appear to know that drugs which irri- 
tate the bowel have an indirect effect upon the pelvie viscera * * * 
Foremost among mechanical means is the sav, which is a skewer made 
of losilos? wood, or a reed. It is used, of course, to pierce the mem- 
branes, and in unskillful hands it must be a death-dealing weapon. 
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Indeed, it must more often be fatal to the mother than to the fetus; 
for Taylor has pointed out that this mode of procuring abortion is 
only likely to succeed in the hands of persons who have an anatomical 
knowledge of the parts, and even the ‘wise women’ have shown them- 
selves to be guiltless of even the most elementary anatomical knowl- 
edge. The various methods of inducing miscarriages by violence, 
such as are practiced by the Gilbert Islanders, who pound the abdomen 
of a pregnant woman with stones, or foree the fetus downwards by 
winding a cord tightly about her body, are not resorted to by the 
Fijians, but the practice of vakasilima (lit., bathing), a manual opera- 
tion which midwives are in the habit of performing with the object of 
alleviating the ailments of pregnancy, does, either by accident or design, 
sometimes result in a radical eure by causing the expulsion of the fetus. 
The patient is taken into the river or the sea, and squats waist-deep in 
the water with the ‘wise woman,’ who subjects her to a vaginal exami- 
tion to enable her to ascertain the condition of the os uteri, and, 
through this digital diagnosis, to determine the particular herb to 
be used locally or internally. Some women assert that the examination 
under water is adopted for cleanliness only, but most seem to believe 
that there is virtue in the operation by itself without any subsequent 
herbal treatment. As there are many practitioners who devote them- 
selves exclusively to this branch of practice, it is more than likely 
that it is often used as a pretext for an attempt to procure abortion, 
for a rough manipulation of the os uteri may excite uterine contraction, 
and so bring about expulsion of the fetus. Treatment by vakasilima 
is used in every form of disease in the abdominal region to which 
women are subject, and the manipulation of the fundus and vagina is 
so rough that the patient cries out with the pain.’’ 


srown*’ also says that the natives of the islands of Polynesia adminis- 
ter a plant which they declare is an emmenagogue as well as an aborti- 
facient, but in bringing about abortion the old women, who make it their 
business, use violent abdominal massage after giving the drug and the 
author ascribes success to this performance rather than to the medicine. 
The Papuan** women either use the sharp roots of a kind of grass, 
by means of which the intrauterine contents are destroyed and ex- 
pelled or they pound on the distended abdomen until the life felt 
within the uterus is stilled. In Africa among the Wanyamwezi ‘‘drugs 
are employed to produce sterility; this and the practice of abortion 
account largely for the small size of the usual family. The doctors 
administer drugs for this purpose, but they keep them secret, and it 
is impossible to obtain any precise information concerning them; that 
they exist, and are effective, is a certainty.’  ‘‘The red, barren 
clay from beneath a eamp fire is used by White Mountain Apache*® 


women to induce sterility.’’ The Sinaugolo*? woman, who considers 
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she has had enough children, consults a woman, skilled in the magie 
for the prevention of conception, but in Australia,*’ around the Car- 
pentarian Gulf, a woman is proud of being with child. Indeed, it 
seems probable that this attitude towards childbearing is more com- 
mon in primitive woman than in civilized woman. 

It would be interesting to follow ethnological literature further and 
ascertain the devices to increase the fertility of his women, which 
primitive man adopts more frequently than abortefacients to destroy 
the life of the fetus. The story of the placenta and the umbilieal cord 
is a chapter by itself. The problems of polygamy, these and many 
more connected with the account of the attitude of primitive men to- 
wards the preservation and propagation of the species might well 
engage the attention of obstetricians and pediatrists. 
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Selected Abstracts 


Gynecologic Endocrinology 


Vincent: The Endocrine Functions of the Female Reproductive Organs. The 
Lancet, 1922, ecii, 303. 


and 


The author believes that since the introduction of the terms ‘‘ hormone 
‘‘endocrine’’, a host of writers have seized upon them and dragged them into 
the discussion of every conceivable biological topic. The terminology of the 
subject has far outstripped our actual knowledge, and a multitude of round 
sounding words has crept into medical literature without adequate justification 
from either experimental or clinical standpoint. 

Only one alleged hormone, adrenin, has been chemically identified, and this has 
not been proved to be a hormone at all. The term ‘‘internal secretion’’ is 
better in many ways and is at any rate sufficiently definite to deseribe the little 
known substances derived from organs which are admittedly organs of internal 
secretion. 

Secretion (internal or external), represents a highly specialized grade of meta- 
bolie activity and should be clearly distinguished from metabolism. 

The effects of castration in females, both human and animal, is discussed, and 
the changes brought on by such procedure emphasized. 

Ovarian transplantation is considered and the question of possible transmis- 
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sion of characteristics in the offspring’ should pregnancy occur following a hormo- 
genous transplant carefully gone into. 

The author reports that the same cyclical changes take place in transplanted 
ovaries as in the normal ones. 

The effect of the corpus luteum on _ pregnancy 


is emphasized clearly 
shown by animal experiments. 


He believes there is no evidence that the corpus 
luteum governs the fixation of the embryo otherwise than by stimulating the 
uterine mucous membrane to hypertrophy. NorMAN F. MILLER. 


Schickelé: Physiology of Ovaries. Gynécologie et Obstétrique. 1921, iii, 170. 

Observations on the relationship between ovulation and menstruation make 
it evident that although rupture of the follicle is more likely to oceur during the 
first eight days, following the cessation of menstruation (17 in 36 observations), 
it may oceur at any time from one menstruation to another. 

In regard to the relationship between menstruation and the corpus luteum the 
following obtains: (1) It is certain that the ovary 
luteum during the cight days previous to menstruation, 
not always found in the same state of evolution. It 
counter ¢ 


often harbors a corpus 

This corpus luteum is 
is certain that one can en- 
i. corpus luteum at its highest development during the week following 
menstruation, (2) It is certain that during the eight days preceding menstru- 
ation the uterine mucosa undergoes changes characterized by hyperemia and 
glandular secretion. It is also certain that these changes are not limited to the 

One can find them during the first eight days following 
(3) Thus, a corpus luteum in the course of evolution will often 
be present when the uterine mucosa is undergoing metamorphosis. 


pre-menstrual period. 
menstruation. 


This will ob- 
tain more oiten during the week before menstruation than during the week fol- 
iowing menstruation. In spite of this coincidence, the degree of development of 
the corpus luteum and of the uterine mucosa will not necessarily be the same. 
The change in the uterine mucosa can take place without a corpus luteum and 
the latter in evolution may not cause the uterine mucosa to change. Reciprocal 
independence exists between the corpus luteum and the uterine mucosa. (4) It 
is certain that menstruation can take place in spite of the absence of the corpus 


luteum. T. LAVAKE. 
Jacoby: The Endocrine Aspect of Female Sterility. Medical Record, 1922, ci, 239. 

The author states that every ease of sterility where gross pathological con- 
individual with a view 
and the use of the in- 
In this way many a sterile female may 
The chief factor in the production of sterility is a dysfuncti 


ditions ean be exeluded warrants a eareful study of the 
to determining any malfunction of the endocrine system 
dieated extracts for prolonged periods. 
become fecund. tion 
of the ovary. Careful examination of the individual will usually reveal the gland 
or glands responsible for, or participating in, the ovarian deficiency, which are 


usually the pituitary, thyroid, and adrenals. The dysfunction of one or the other 


or several of these glands produces conditions which make it impossible to carry 
through the entire sequence of pregnancy from ovulation to embedding and 


growth of the ovum. These conditions may be improved by the use of the 


preper gland extracts. C. O. MALAND. 
Godbey: Endocrine Types of Dysmenorrhea. West Virginia Medical Journal, 
1921, xvii, 108. 
Endocrines play an important part in menstrual life. The hypothyroid girl 


is small and menstruates very early and there is prolonged menstruation. There 
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is an overdevelopment of the mammary glands and an abundance of the hair- 
suit at an early age. In hyperthyroidism the reverse of the above is true, with 
much dysmenorrhea. This is the eunuchoid type. The ovarian type comes on 
atter menstruation is established. The pains during menstruation are marked 
and there may be a characteristic pain in the region of the appendix. Ovarian 
feeding with hypodermics of pituitrin gives good results. The pituitary type is 
more easily diagnosed and if treated early does well on pituitary compounds and 


other endoerines. W. KX. Foster. 


Puppell: The Internal Secretion of the Placenta. Deutsche medizinische Woeh- 
enschrift, 1921, xlvii, 1294. 


After repeated animal experiments, Puppel has used his placenta opton in a 


series of clinical cases. He injects a 7.5 per cent solution subeutaneously. While 
he claims to have produced uterine contractions with this solution his results do 
not seem altegether conelusive. In four cases of premature rupture of the 
membranes, in which the solution was used, three had to be delivered by for- 
ceps. In a ease of abortion, the fetus was delivered but the placenta had to 
be removed manually, which is about the usual course of events. His efforts to 
produce lactation in women with his remedy were futile. In amenorrhea he was 
able to produce uterine bleeding after frem one to six injections. In two eases 
of dysmenorrhea he achieved painless menstruation after six injections. In a 
case of primary sterility in a woman married 7 years, the woman conceived, but 


in a ease of one-child sterility no result was achieved. R. E. Wosus. 


Guggisberg, Hans: Oxytocic Substances in the Placenta. Monatsschrift fiir 


Geburtshilfe und Gynikologie, 1921, liv, 277. 


Guegisherge finds that extracts of all the glands of internal secretion have a 
stimulatory action upon the uterine muscle, but that this action is most pro 
nounced in extracts of the thyroid and placenta (the pituitary gland being ex 
cepted). The activity of the extracts is referred to a proteinogenie amine, 

The fluid obtained from the placenta by the Buehner process is free from 
lipoid and protein and is not poisonous for man or for rabbits. From clinical 
experimental work, it was found that the extract has the most pronounced ef- 
fect during the first stage of labor. When it is administered in conjunetion with 
pituitary extract, the effect is more marked. Pituitrin works best during the 
second stage and it is econevivabie that this is due to the mobilization during the 
first stage of some material, which makes the uterine musele more susceptible 
to the action of pituitrin. 

Clinieally the writer uses simultaneous injections of the two extracts (placenta 
and pituitary), especially during the first stage, when pituitrin alone is of little 
avail. Shortly after the injection the pains, which were weak and infrequent 
previously, become stronger and longer, while the interval is shortened. The 
effect of the extracts continues for a surprisingly long time. Failutes were very 
few and there were no untoward effects on the child. The combination also 
works well in the second stage but little stress is placed on this action, because 
it is difficult to determine what part the placental extract plays, sinee the 
pituitrin alone is so efficient. EVERETT D. PLASs. 


Puppel: Therapeutic Use of Placental Extracts. Monatssehrift fiir Geburtshilfe 
und Gynikologie, 1921, liv, 280. 


Puppel employed a 5 per cent solution of Merck’s Placenta-Opton and gave 


the preparation intramusculariy but never intravenously. After a limited ex- 
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perience he draws the tfoliowing conelusions: (1) Placenta-Opton can be used 
therapeutically to increase the severity of the pains in any stage of labor. (2) 
The intramuscular injection of this substance has a good effect upon all men 
strual disorders due to hypofunction of the uterus. 


Kratzeisen: Animal Experiments with Placenta-Opton, Deutsche 
Wochenschrift, 1921, xlvii, 1260, 


Medizinische 


Substantiating the work of Fellner and others, Kratzeisen found that the in- 
jection oi placenta extract caused a very definite hypertrophy of the female 
sexual organs of rats and guinea pigs. These changes, consisting of an increase 
in size, were apparent in immature as well as in mature animals. In young 
guinea pigs the uterus was fully twice as large in all dimensions atter these in- 
jeections than in the controls. The vagina also showed an increase in size, both 
the length and the thickness of the walls being augmented. The thickening in 
each case was due to a hypertrophy of the muscle cells and not to edema. The 
mammae were also involved, the changes being apparent in the nipples and 
areolae, 

Mature guinea pigs manifested clonic spasms aiter large doses, which soon 
subsided, but they showed no decrease in appetite or other reaction. Rats 
showed no reaction whatever. Unlike Fellner’s animals, none of this series 
showed any parenchymatous changes in the kidneys or other organs which, this 
author believes, were due to alcoholic and ethereal extracts used by the former. 


R, E. Wosus. 


Martin, Ed: ‘‘Placenta-Opton’’ as Oxytocic. Monatssehrift fiir Geburtshiilfe und 
Gynikologie, 1921, liv, 288. 


To test the efficacy of Merck’s Placenta-Opton, Martin selected six patients, 
in whom the membranes had ruptured before the onset of labor. After several 
hours’ observation, in each patient with the pains absent or very weak and ir- 
regular, an ampoule of the Placenta-Opton was injected intramuscularly. With- 
in a few minutes after the administration of the drug, contractions became more 
severe and recurred at closer intervals. 


In no ease was there any apparent 
harmful effect on mother or child. 


He was not able to start pains in patients 
who gave no signs of being in labor, but is quite convineed that rhythmie uterine 
contractions can be induced by the substance when the patient is at term. 


Everett D. PLASS. 


Herrmann: Specific Ovarian Secretion. Zentralblatt fiir Gynikologie, 1921, xlv, 
501. 


Hermann claims priority in the isolation of the lipoid of the ovarian seere- 


tion in contradiction to Fellner. H. M. LItTtie. 


Fellner: Remarks on the Article of Herrmann and Stein: ‘‘Is the Active Sub- 
stance of Corpus Luteum Specific for Sex?’’ Zentralblatt fiir Gynikologie, 
1921, xlv, 568. 


Fellner refers to his work, which appeared in August, 1912, and revealed the 


active substance of the corpus luteum as a lipoid. He found similar lipoids in 
ovary, placenta, and later also in the testicle, described their solubility, ete. 


About the same time Iscovesco reported on an active substance of the corpus 


| 
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luteum—a lipoid, but this work was incomplete and he had no knowledge of the 


lipoid of the ov placenta. Fellner’s work was demonstrated at the Gyne 
ecological In 1915 Hermann (in the Monatsseh. f. Geburtsh.) 
described certai ‘uts on animals, which supported Fellner’s work. It was 


merely confirmavon and dealt solely with specificity on the basis of distillation. 


H, M. Litr_r. 


Fellner: Function of Ovaries during Pregnancy (Interstitial Cells). Monatsschrift 


fiir Geburtshilie und Gyniikologie, 1921, liv, 88. 


From a series of experimeats in which guinea pigs were injected with ether 
and alcohol extracts of cows’ ovaries in various stages of the oestrous develop- 
ment, the author draws seversl conelusions: (1) The ‘‘sexual-lipoid’’ is present 
not only in the corpus luteum, placenta, and membranes, but also in the inter 
stitial cells of the ovary; (2) the secretory function of the interstitial cells of 
the ovary in the non-pregnant animal is very small, but it increases during 


pregnancy until it is scarcely less marked than that of the corpus luteum; 


the corpus luteum during pregnancy has the same secretory activity as at other 
times, and (4) the total secretory function of the ovary is inereased during 


pregnancy by reason of the incrensed activity of the interstitial cells. 


Weishaupt: Lipoids in Human Ovary. Monatssechrift fiir Geburtshiilfe und Gynii 


kologie, 1922, lvi, 276. 


A study of a considerable series of human and animal ovaries was made by 
histological methods using various more or less specific staining reagents to 
demonstrate the presence and distribution of the lipoid materials in the cells. 
In general it was coneluded that the lipoid substances are largely concerned with 
the nutrition of the more important cells of the ovary and that they probably 
have little to do with its internal secretory activity. The chief argument is 
that lipoid was demonstrated in the ovaries of the non-pregnant woman in the 
same locations and approximately tlhe same amounts as in the ovaries ef pregnant 
and puerperal women. E. D. PLASS. 


Hirst, J. C.: The Comparative Value of Whole Ovarian Extract, Corpus Luteum 
Extract, and Ovarian Residue in Menstrual Disorders. New York Medical 
Journal, 1921, exiv, 391. 


The author believes that the various ovarian extraets are best administered 
by deep muscular or intravenous injection, In this way, the nausea, which is a 
common complaint after oral administration, may be avoided as well as the 
changes due to oxidation and digestion. He details the technie of administra 
tion. As a result of his personal experiences, he formulates the following con- 
clusions: Results are not invariable with any extract but if intelligently used, 
a good degree of success can be expected, excepting always the use of ovarian 
residue, where the results are considered decidedly nebulous. Results are often 
slow, particularly in menstrual disorders, and patience is one of the prime req- 
uisites in both patient and doctor. Results are most prompt in the menopause 
with the whole ovarian extract and in the nausea of pregnaney with corpus 
luteum extract. The most discouraging results are with the cases of obesity and 
amenorrhea. Cooperation between physician and patient is needed and over- 
optimistic statements are to be avoided. The tendeney is to expeet too much 
and too quickly. MARGARET SCHULZE. 


| 
| 
| 
| 
E. D. Puass. 
| 
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King: Corpus Luteum Extract in the Treatment of the Vomiting of Pregnancy. 
Journal American Medieal Association, 1922, Ixxviii, 484. 


King treated 49 cases of vomiting of pregnancy by various methods, 12 of 
them reeeiving injections of corpus luteum extract over a variable period of 
time. Five patients died. He does not share the enthusiasm of Hirst regard- 
ing the results obtained from corpus luteum. While some of the milder 
were cured and 2 


cases 
of the more severe ones improved temporarily the results were 
such as might be obtained from any form of treatment and were not reliable. 
He coneludes that the best results are obtained from the use of sed:tives, 
colonie irrigations, and the rectal administration of solutions of sodium biearben- 
ate and glucose. This lite of treatment should not be delaved too long in re 
fractory cases. R. E. Woses. 


Frank: The Ovary and the Endocrinologist. Journal American Medical Associa- 


tion, 1922, Ixxviii, 181. 


Frank takes up the present wave ot unfounded endocrinology, based upon 
incomplete or faulty observations and fostered by commercialism both in and out 
ot the profession. In exasperation he asks: ‘What is to be the end of this 
seemingly uncontrolled wave of mysticism, hysteria, commercialism and credu- 
Does it betoken the birth of another cult, to be controlled by the 
seli-seeker and the charlatan, and which, at least for the 


lousness? 


moment, will carry 
along with it the overoptimistie, the uneritical and the untrained members of 
our profession? If this must be the outcome, the sooner the break 
better, then all hail to the ‘endocrinopractor’! oF 


oceurs the 


He feels that Goetsch’s elaim, that the extract from the anterior lobe of the 
pituitary has a stimulating effect on the sex organs, has been adequately 
proved, 


dis- 
The only extractable substances having 2 stimulating effeet upon the 
uterus are the liquor folliculi and the lipoids of the corpus luteum and of the 
placenta, Sinee all the commercinl extracts of ovary and corpus luteum are 
‘*defatted,’’ they are devoid of the only possible pharmacologic action which 
they might possess. In faet, they have been proved to be quite inert. 

From this, Frank does not deduce that a potential ovarian extraet cannot be 
produced, He does maintain, however, that it has not, as yet, made its appear. 
anee, 

Since, as has again been brought out by Robert Meyer, the interstitial gland 
does not exist in the human ovary, it cannot have any function. 


R. E. Wosts. 


Graves: The Endocrine in Gynecology. New York Medical Journal, 1920, exii, 


697. 


The normal secretion of the ovary is essential for complete somatie growth 
and sexual development. During adult life, however, the ovarian secretion plays 
a somewhat minor role in the human economy, as is indicated by the compara- 
tively slight physieal changes that take place aiter ablation or the natural 
menopause. At this time there is probably a balancing rather than 
action of the ovarian secretion. 


a direct 


From an organotherapeutic viewpoint, the ovary must be regarded as_pri- 
marily a homogeneous gland, the essential secreting structures being the inter- 
stitial cells. Variations in secretions Gf different parts of the gland are prob 


ably differenees of degree rather than of kind. <A selective action of the secre 


| 
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tin from different parts of the gland is not yet proved and if it exists is prob- 
ably quantitative. 

The therapeutic value of ovarian preparations in the author’s experience may 
be stated as follows: all the ovarian preparations exert a specifie influence on 
hot flushes. In this respect the extract of the residue is the most intensive but 
the difference in efficacy of the various preparations depends to some extent on 
the idiosynerasy of the patient. In the treatment of menstrual irregularities, 
ovarian extracts exhibit an undoubted specific action but this action is incon 
stant. In temporary iunctional amenorrhea, delayed menses, dribbling before 
and after catamenia, and small clotting, ovarian therapy is fairly reliable and 
is at least the best asset that the gynecologist at present possesses for these 
symptoms. Theoretically for these afiections the ovarian action may be enhanced 
by the addition of thyroid and pituitary extraets but in this, clinical experience 
has not been entirely convincing. For the permanent amenorrheas, espeeinlly those 
associated with pluriglandular disturbances, ovarian therapy has little or no ef- 
fect on restoring the menstrual function but is of undoubted value in improving 
the patient’s general health. It is best in these cases to administer ovarian 
treatment in considerable doses separately from the other gland extracts. 

In certain types of dysmenorrhea, ovarian feeding is efficacious, occasionaily 
brilliantly so, but it is unreliable or often disappointing after giving early prom 
ise. In the severe types of dysmenorrhea, it is of comparatively little help. 
For hemorrhages and metrorrhagia, ovarian therapy is not indieated. 


MARGARET SCHULZE. 


Hellier, J. B.: Case of Osteomalacia Treated by Oophorectomy. British Medical 
Journal, 1920, No. 3120, p. 587. 
The author reports the case of a woman, 38 vears of age, multipara, who had 

not been well after her second pregnaney, 514 years prior to the time of obser 

vation by the writer. She had some spontaneous fractures. Was pregnant when 
first studied. She had in addition to osteomalacia, albuminuria and anas‘rea. 

Labor was induced and eraniotomy performed. Subsequently bilateral oophoree- 

tomy was done. She showed definite improvement during the year she was kept 

under observation. F. L. ADAIR, 


| 
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| 
| 
| 
| 
| 
| 
| 
| 
| 


Book Reviews 


Gynecology for Students and Practitioners.—By THomas Warts EpEN, 
M.D., F.R.C.S. (Ed.), F.R.C.P. (Major, R.A.M.C.) Obstetric Physi- 
cian, Charing Cross Hospital; Joint Lecturer in Obstetries and Gyne- 
cology, Charing Cross Hospital Medical School; Surgeon, Chelsea 
Hospital for Women; Consulting Physician, Queen Charlott’s Lying- 
In Hospital; Late Examiner to the Universities of Oxford and Leeds, 
to the Royal College of Physicians and Surgeons, and to the War 
Office; and Curusert Lockyer, M.D., B.S., F.R.C.S., F.R.C.P.  Ob- 
stetrie Physician to Out-Patients, Charing Cross Hospital; Joint 
Lecturer in Obstetries and Gynecology, and Lecturer in Practical 
Obstetries, Charing Cross Hospital Medical School; Surgeon to In- 
Patients, Samaritan Free Hospital for Women; Senior Obstetric 
Physician, Great Northern Central Hospital; Examiner to the Royal 
College of Physicians and Surgeons ; Late Examiner to the Universities 
of London and Sheffield. Second edition, octavo, 928 pages, with 
513 illustrations and 24 colored plates. The Maemillan Company, 
New, York, 1920. 


This volume contains in condensed and somewhat modified form the best that 
was to be found in the three volume ‘‘New System oi Gynaecology’’ edited by 
the same authors. The 24 elaborate colored plates are all borrowed from this 
same source. The pathology of conditions is well presented, presumably by 
Lockyer, while the clinical portions receive their due emphasis. This con- 
junction of clinician and pathologist has worked out well. The book compares 
very favorably with any of the best standard text books of equal size. 


A Text Book of Midwifery for Medical Schools and Colleges in India, 
KeparRNAtH, Das, C.1.E., M.D., Professor of Midwifery and Gynae- 
cology, Carmichael Medical College; Obstetrician and Gynaecologist, 
Carmichael Medical College Hospitals, Caleutta; Formerly Teacher 
of Midwifery, Campbell Medical School; Obstetrician and Gynae- 
ecologist to the Campbell Hospital, Caleutta; Corresponding Fellow, 
Am. Assoc. of Obstetricians and Gynaecologists; Fellow and Exam- 
iner in Midwifery, Caleutta University; Fellow, Royal Society of 
Medicine, London; ete., ete., ete. Octavo, 477 pages. With two 
hundred and eighty illustrations, Caleutta and Simla. Thacker, 
Spink and Company, 1921. 


There appears to be a continuous demand fer new, short manuals for the use 


of students. Such books are usually based upon the course of instructions given 
by the author. The two books under disession arrive from far apart regions, 


the one from Caleutta, the other from New York. 
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Kerdarnath Das Las based his exposition upon his more extensive ‘‘ Handbook ’’ 
‘“Obstetries’’. The il- 
lustrations are all in simple line and are duly eredited to their sources. The text 


and emphasizes his indebtedness to J. Whitridge Williams 


is concise, clear and pleasantly readable, The instruction corresponds closely to 
that current in this country. Das advocates active interference in abortion, and, 
for rigidity of the cervix during labor, advises hot douches or baths. Neither 
of these practices appeal to the reviewer. On the other hand his non-inter 
ference in puerperal infection deserves commendation, 

Of special interest are certain observations on local Indian conditions. Eclamp- 
sia is common (1:84 deliveries). Plague may attack the fetus in utero or 48 
hours postpartum. The external measurements of Bengali women average 3 em. 
less than those of the British. 


The book is well on a par with similar manunls appearing in the United Siates. 
J 


Manual of Obstetrics.—JoHN Osporn Potak, M.Sc., M.D., F.A.C.S. 
Professor of Obstetrics and Gynecology in the Long Island College 
Hospital; Professor of Obstetrics, Dartmouth Medical School; Ob- 
stetrician and Gynecologist to the College Hospital; Gynecologist 
to the Jewish Hosiptal; Consulting Obstetrician to the Methodist 
Episcopal Hospital; Fellow of the American Gynecological Society, 
American Assoc. of Obstetricians, Gynecologists and Abdominal 
Surgeons, New York Obstetrical Society, ete. Octovo, 488 pages. 
With three color plates and one hundred and nineteen illustrations 
in text. Second edition, containing a special section on Endocrin- 
ology. New York, Physicians and Surgeons Book Company, 353 
West 59th Street, 1922. 


Polak’s Manual is in its second edition. The paper and gencral ‘‘make up’’ 
are more elegant than that of the book just reviewed. Its illustrations are 
mainly half tones and are sufficiently numerous, with the exception of diagrams 
of malpositions, which are conspicuous by their absence. 

The exposition is excellent, concise and practical, quite evidently based upon 
long years of teaching experience. Polak’s well-known conservative attitude’ 
in obstetrics appears throughout the book and especially in the treatment of 
puerperal infections. 

There are a number of minor points of commission or omission with which 
the reviewer must take issue. A routine antepartum bath in multiparae should 
not be reeommended. Reetal examinations during labor are not mentioned. Pref- 
erence for the left lateral prone position is more or less a matter of individual 
taste. Too many drugs are advoeated in the first stage of labor. Either ‘‘ diim- 
merschlaf’’ of which the author once was an exponent, should be recommended, 
or a simpler treatment should be presented to the student. To advise two am- 
poules of pituitrin without further directions, for the prolonged second stage, ap- 
pears hazardous. 

The section on the ‘‘ductless glands in pregnaney’’ is, to say the least, in- 
adequate. Many of the statements are unsound. The reviewer confesses that he 
does not know what ‘‘delayed ovarian seeretion’’ is, and he must likewise plead 
ignorance to the ‘*protective substances’? elaborated by the thyroid, adrenal and 
other ductless glands, 


The teacher, instructing medieal students, assumes a great, and perhaps un- 
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warranted responsibility, when he presents hypotheses to the beginner who is 
unable to decide upon their value and bearing. This criticism refers specifically 
to the presentation of eclampsia as due to a ‘‘placental toxin’’, when based upon 
the discredited experiments of Dold and Obata and bolstered up by a single 
human experiment of Blair Bell’s. Rosert T. FRANK. 


Doederlein-Kroenig Operative Gynaekologie. IV Auflage. Bearbeitet 
von Dr. med. et Dr. art. obs. h. e. ALBERT DOEDERLEIN, GEHEIMER 
Horrat, O. O. Professor der Geburtshilfe and Gynaekologie; Direk- 
tor der Universitats-Frauenklinik, Miinchen. Imp. Octavo; 1028 
Seiten; 455 teils farbigen Abbildungen und 15 farbigen Tafeln. 
Leipzig: Georg Thieme, 1921. 


The fourth edition of this important work, of which the first edition appeared 
in 1905, is a revision due entirely to the pen of Albert Doederlein, Krénig having 
died in the meanwhiie. The chapter on anesthesia has been revised by Erwin 
Zweifel. 

To those familiar with this monumental work, no very radical changes are ap- 
parent, although the compass of the volume has been enlarged by 74 puges 
and 26 excellent illustrations. 

The general introductory portion consisting of 204 pages, as in previous edi- 
tions, embraces a survey of technic, including construction and arrangement of 
the operating room, hemostasis, avoidance of infection both loeally and through 
the indirect effect of narcosis. 

Of the various methods of anesthesia spinal anesthesia is still well thought 
of, although the primary mortality, in a large series of cases, remains higher 
than 1:1000. Other methods deseribed are extradural, paravertebral parasacral 
and local anesthesia. The latter method is said to increase the number of post- 
operative pneumonias. Postoperative treatment is described in great detail, digi- 
talization and bed gymnastics being recommended to reduce the incidence of 
thrombosis and embolism. In this connection scrupulous hemostasis and shoulder 
braces in lieu of leg holders are advised. 

Symptoms of the artificial menopause are well presented. Wherever possible 
at least one ovary should be left, in women under 35 years of age. The ovaries 
are said to functionate after hysterectomy and should not be removed, and the 
symptoms of ‘futeroprivated’’ women differ from those of ‘‘ovariprivated’’ ones. 

Retroversion or retroflexion, if uncomplicated, does net produce symptoms and 
requires no treatment. Of the innumerable methods of correction, a judicious 
selection of type operations has been’ made, although the names aseribed to some 
of the procedures are unfamiliar to the American reader. 

The cystoecle operations described fail to make use of the pubocervical 
fuscia, now generally utilized in this country, and resemble the early futile opera- 
tions of Stolz. 

In prolapse of the uterus vaginofixation of the uterus without opening of the 
peritoneum is recommended in preference to the interposition operation. To the 
latter a high mortality rate and a high rate of recurrence is aseribed. Hysteree- 
tomy for prolapse is likewise condemned. 

The paragraphs dealing with atmokausis may well be omitted in subsequent 
editions. 

Vaginal corpus amputation is deseribed and credited to Rieck. 

Much space is devoted to the indications for sterilization. To this is added a 
chapter on temporary sterilization by the x-ray. 
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A masterly discussion dealing with the methods of treatment of inflammatory 
pelvic conditions deserves emphasis. In this text book ot gynecological surgery 
nonoperative methods are first described and recommended. Only as a last re 
sort is operation indicated. In younger patients the inflamed ovaries should be 
left in situ, 

Radical operations in genital tuberetlesis are contraindicated. Various helio- 
therapeutic methods are lauded. 

Routine removal of the appendix during the course of a laparotomy is advised. 

The Roentgen treatment of uterine fibroids, of uterine sarcoma and of cervical 
carcinoma is strongly praised. The five years’ eures obtained in the last named 
disease compare well with the best operative statistics. 

Nothing new has been added to either the statistics of results or the technie 
in treating ovarian neoplasms. 

More than 100 pages are devoted to general surgery—hernia, stomach and in- 
testine, gall bladder, rectum, and ileus. These chapters are less detailed and 
less representative than those ot the remainder of the book. 

Several new technical procedures dealing with formation of a new vagina by 
utilizing the rectum, and reestablishment of bladder continence by use of the 
pyramidales muscles are profusely illustrated. 

In the study of the kidney function we rote that eryoseopy is still given a 
place of prominence, while other functional tests receive but scant notice. 

The book coneludes with a short section dealing with obstetric Operations. 


The extraperitoneal cesarean section is given the preference.—Rosert T. FRANK. 


The Glands Regulating Personality. A Study of the Glands of Internal 
Secretion in Relation to the Types of Human Nature.—Louts 
BERMAN, Associate in Biological Chemistry, Columbia University; 
Physician to the Special Health Clinic, Lenox Hill Hospital. The 
Maemillan Company, New, York, 1921. Price $3.50. 


Berman deserves the title of the ‘* Ring Lardner of the Endoerines.’?’ even 
Harrower’s ‘‘Hormone Hunger’’ should be satiated by this travesty on endo- 
erinology. The coining of new phrases, the manufacture of new syndromes, the 
reductio ad absurdum of a new but important branch of medicine might be far- 
donable from the pen of the advertising manager of some drug firm, but is in- 
excusable when written by a chemist whose training must have aequainted him 
with the sacredness of facets. 

It is unfortunate that the popular and sensational style in which this book 
is written may induce many of the laity to receive their first impressions of 
endocrinology from its pages. The serious minded medical man may derive a 
transient feeling of amusement from the perusal of its pages, followed by a 
more lasting one of disgust. 

To show that these harsh criticisms are deserved a very few exeerpts are 
appended: ‘‘Character, in short, is the grand intravisceral barometer of a per- 
sonality.’’ ‘‘Or there may be an insufficiency of standard pressure in the ali- 
mentary tract and we have the aseetie malnourished, striving, uplifting type.’’ 
(p. 107). ‘Modern post-pituitary woman is excitement mad and thrill chasing.’’ 
(p. 212.) ‘*In Napoleon’s ease the brain attacks may have been erises of pitui- 
tary insufficiency in a hyper-pituitary type.’’ (p. 233.) Rorert T, FRAN". 


